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DIHALER 


dose aerosol 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


Medihaler-Phen” 


Automatic NASAL aerosol nebulization 
provides prompt, effective, prolonged, 
and nonirritating decongestion in head 
colds, allergic rhinitis, sinusitis, and 
nasopharyngitis. Vasoconstrictive, de- 
congestive, anti-inflammatory, antibac- 
terial. Combines actions of phenyl- 
ephrine, phenylpropanolamine, néo- 

ycin, and hydrocortisone. 


-F P| 
Vieaina vler- 
For quick relief of bronchospasm of any origin. More 
rapid than injected epinephrine in acute allergic 
attacks. 
Epinephrine bitartrate, 7.0 mg. per cc., suspended in 


inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.15 mg. actual epinephrine. 


Medihaler-ISO 
Unsurpassed for rapid relief of symptoms of asthma 
and emphysema. 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. actual isoproterenol. 
Prescribe Medihaler medication with Oral Adapter on 
first prescription. Refills available without Oral Adapter. 
FOR KIDDIES TOO eh 
Notably safe and effective for children. 


(05 ANGELES 
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Administered by mouth to 126 patients 
with various forms of epilepsy, many of 
whom were refractory to standard therapy, 
DIAMOX gave practically complete control 
of seizures in 34 cases, 90-99% reduction 
of seizures in an additional 12 cases, 50- 
90° in 22 cases, less than 50% in 58 
cases. Diet was not restricted. Jn at least 
half of the patients benefited, DiamMox 
was used alone. 


In no cases was the condition made worse. 
No serious abnormalities of blood, urine, 
or bone were observed during treatment, 
which was maintained over periods from 
three months to three years. 


Measures having a beneficial influence on 


LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 
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control 


AZOLAMIDE LEDERLE 
epileptic seizures often involve certain 
drawbacks. In contrast, DiAMox is simple 
to administer, has a wide margin of safety, 
produces a smaller systemic acidosis, has 
an effect that is surprisingly well-sustained. 


A highly versatile drug, DiaMox has also 
proved singularly useful in other condi- 
tions, including cardiac edema, acute glau- 
coma, obesity, premenstrual tension, toxe- 
mias and edema of pregnancy. 


Supplied: Scored tablets of 250 mg., Syrup 
containing 250 mg. per 5 cc. teaspoonful. 


1. Lombsoso, C. T., Davidson Jr., D. T., and Grossi- 
Bianchi, M. L.: Further Bvaluation of Acetazolamide 
(DraMox) in Treatment of Epifepsy, J.A.M.A. 160 


268-272, 1956. 
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when you want 


tions and those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN-+ VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-cce. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 


sulfamerazine. 


Vablets: Penicillin V (Phenoxymethy] Penicillin) and Sulfonamides 
For Suspension: Benzathine Penicillin V and Sulfonamides 


Broad - Spectrum 
Benefits 


When you want extended antibacterial coverage with high 
relative safety, consider PEN-VrEE sutras. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider PEN- VEE suLFAs because it unites penicillin 


V and sulfapyrimidines for potent complementary action. 
Prescribe it for wide antimicrobial attack in mixed infec- 


3 
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respiratory congestion orally 


“This affords opportunity for shrinkage in areas that 
could not be approached by sprays, drops or actual 
topical applications.” 

—Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Comparison of action of topical decongestants and an orally administered decongestant 


TOPICAL DECONGESTANT TRIAMINIC ORAL DECONGESTANT 
Duration of relief is brief Keeps nasal passages clear 6 to 8 hours 
Decongestion often followed by Secondary congestion does not occur 


secondary congestion which may be 
equal to or even worse than the 
original condition 


Local overtreatment may cause No pathological changes in nasal 
pathological changes in nasal mucosa mucosa 

Patients frequently experience The “nose drop addiction” 

“nose drop addiction” phenomenon does not occur 

Much of the medication is washed Not affected by nasal mucus. Gets into 
away by nasal mucus. Mucus often the blood stream so that ii has intimate 
forms a barrier between the and prolonged effect on nasal mucosa 


medication and the nasal mucosa 


Triaminic gets into 
S blood stream for 
intimate and prolonged 
effect on the mucous 
membranes of the 
respiratory tract 
| 


nasal mucosa 
“running” nose (mucus) 


only part of locally applied 
medication penetrates mucus 
barrier to reach nasal mucosa 


much of the local application 
washes away 


the Iriaminic form and formulation, described in detail on the 
next page, have proved remarkably effective as an oral decongestant. 
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congestion orally 


In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, “unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion... .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 


Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 


*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954, 

Each double-dose ‘“‘timed-release”” TRIAMINIC 
Tablet contains: 

Phenylpropanolamine hydrochloride 50mg. 


Pyrilamine maleate 
Pheniramine maleate. . . . . 


25 mg. 
25 mg. 


Each double-dose “timed-release” 
tablet keeps nasal passages 

clear for 6 to 8 hours — 

provides “around-the-clock” 
freedom from congestion on 

just three tablets a day 


first—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then-—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Dosage: 1 tablet in the morning, afternoon, Also available: Triaminic Syrup, for children and 


and in the evening if needed. 


and those adults who prefer a liquid medication. 


[ d | “‘timed-release”’ 
| tablets 


stop running noses.. hey & and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska + Peterborough, Canada 


| ; 
| | > 


Takes the 
“spikes” 
out of 
blood 


pressure... 


calms 
anxiety 


states... 


Quiescence is 


Butiserpine prescribed when 


The Butisol component acts at once to produce its 
well-known quieting “daytime sedation.” And the 
small dosage of reserpine gradually builds up its 
tension-suppressing effect, without the disturbing 
side reactions of larger dosage. 


use Butiserpine. 


Each tablet or teaspoonful of elixir contains: 
BUTISOL SODIUM?® 15 mg. (% gr.) 


Butabarbital Sodium 
Reserpine 0.1 mg. ~ 
Prestabs® Butiserpine R-A (Repeat Action Tablets) 


, INC 


ig — 
| 


Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize the 


major deterrents to all previous steroid therapy 


| 


(, 


Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


O a new high in anti-inflammatory effects with lower dosage 
(averages 1/3 less than prednisone) 


O a new low in the collateral hormonal effects associated 


with all previous corticosteroids 


( No sodium or water retention 
Q No potassium loss 
Q No interference with psychic equilibrium 


@ Lower incidence of peptic ulcer and osteoporosis 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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HASKELL’ 


HASAMAL 


a carefully formulated analgesic-sedative. For 
effective symptomatic relief in the treatment of 
colds and less severe types of respiratory tract 
infections. The presence of phenobarbital is of 
value in nervous and apprehensive patients and in 
those cases where mild sedation is desired. 


Each HASAMAL tablet or capsule contains: 


16.2 mg. (% gr.) 
Warning: May be habit-forming 

Acetylsalicylic Acid ............ 162.5 mg. (21% gr.) 

Acetophenetidin ............... 162.5 mg. (2% gr.) 

Atropine Sulfate ............... 0.00065 mg. 

Hyoscine Hydrobromide ........ 0.0011 mg. 


Hyoscyamine Hydrobromide .... 0.0325 mg. 


Write for free samples and literature. 


HASACODE 


When severe pain demands more potent measures, 
Hasacode provides the actions of Hasamal, plus 
codeine. Available in 2 codeine strengths, 1/4 gr. 
(Hasacode) and 1% er. (Hasacode “Strong’’). 


Supplied: Hasamal — Tablets or capsules, 
bottles of 100, 500 and 1,000. Hasacode and 
Hasacode “Strong” — bottles of 100 and 500 
tablets. 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 
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the chill 


the aching muscles 


the fever 


Viral upper respiratory infection.... For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN+ VEE-Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
unrest. And it dependably combats bacterial invasion because it is the only preparation of its 
kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 


i HK EK Wh Wyeth 


a ® 
Mation on Child Health. Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa. 
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fora clearer field 


during surgery 


A COMPLETE SYSTEMIC HEMOSTAT 


Adrestat complements surgical skill with fragility; prevents delayed clotting time and 
effective hemostasis. It promotes retraction bleeding due to hypoprothrombinemia. Yet 
of severed capillary ends and reduces capil- Adrestat has no effect on the normal con- 
lary bleeding and oozing; prevents or cor- _ stituents and process of blood clotting. 
rects abnormal capillary permeability and 


AVAILABLE IN THREE DOSAGE FORMS: 
ADRESTAT Capsules and Lozenges for pre- and post-operative use, each containing: 


Adrenochrome Semicarbazone, 2.5 mg. (present as Carbazochrome Salicylate*, 65.0 mg.); Sodium 
Menadio! Diphosphate (Vitamin K Analogue), 5.0 mg.; Hesperidin, Purified, 50.0 mg.; Ascorbic 
Acid, 100.0 mg. 


Capsules in bottles of 30; Lozenges in boxes of 20 


ADRESTAT (F) 1-cc ampuls for use during surgery, each containing Adrenochrome 
Semicarbazone (present as Carbazochrome Salicylate*, 130.0 mg.) 


Boxes of five 1-cc ampuls 


Organon inc. 


*Pat. Nos. 2,581,850; 2,506,294 ORANGE, N. J. 
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Skin graft donor site after 2 weeks’ treatment with... 
petrolatum gauze-still | FURACIN gauze— 


largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor 
sites, each dressed half with FURACIN gauze, 
half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 
areas. There was no sensitization. 

Jeffords, J. V.,and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FURACIN e brand of nitrofurazone 

the broad-range bactericide that is gentle to tissues 
spread FurRacin Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FuRACIN Solution: FURACIN 0.2% in liquid vehicle of 
@ polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides onl Je 
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now in cream form 


STEROSAN 


Hydrocortisone 


(chlorquinaldol Geicy with hydrocortisone) cream 
comprehensive control of skin disorders 


infectious dermatoses - contact dermatitis - atopic dermatitis - nonspecific pruritus 


: : STEROSAN®-Hydrocortisone (3% chlorquinaldol GEIGY 
k combats infection with 1% hydrocortisone) Cream and Ointment. Tubes of 
> reduces inflammation 5 Gm. Prescription only. 

. , and when a nonsteroid preparation is preferred 
> controls itching STEROSAN® (chlorquinaldol GEIGY) 3% Cream and Oint- 
* promotes healing —_— Tubes of 30 Gm. and jars of 1 lb. Prescription 

only. 


GEIGY 


Ardsley, New York 
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Noludar 


will put your patient , 


to sleep 


and he will not awaken ! 


| Two 200 mg Noludar” Tablets 
(non-barbiturate) are almost 


certain to produce sound, 
restful sleep. One 200 mg 
tablet is frequently adequate. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Noludar®— brand of methyprylon— non-barbiturate 
sedative-hypnotic 


" 
with that knocked out 
feeling 
| 
| 
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use Sotradecol 


if your patient... 


«has secondary varicosities 


ehas a negative Trendelenburg 


Safety is a singular feature of Sotradecol . . . a recent investigation* 
recorded that 187 patients received 2,249 injections without a single 
instance of allergic or systemic reaction. A five year follow-up re- 
vealed that 142 patients (77.7%) required no further therapy. An 
added advantage is that your patient can remain ambulatory. 


Successful use of Sotradecol is facilitated by a simple technique de- 
scribed in a booklet “Sotradecol in Sclerotherapy for The Office 
Management of Varices.” 


Write for your copy . . . today. 


MALTBIE LABORATORIES DIVISION © WALLACE & TIERNAN INC. 
Belleville 9, N. J. 


*Steinberg, M. H.: Angiology 6:519 (Dec.) 1955. 


Procedure | Indicated 


Veins fill slowly Filling not Veins dilated but Iniecti 
from below accentuated valves competent npeten 
Veins fill rapidly Filling not Valves of communicating Inlectt 
from below accentuated veins are incompetent ae 
Saphenofemoral valve 
and valves of superficial Operation 
veins are incompetent 
Veins fill rapidly Filling accentuated Incompetence of ? 
from below from above all valves Operation 


Hyman, H. T.: An Integrated Practice of Medicine, Philadelphia, W. B. Saunders Company, vol. 4, 1947, p. 3941. 


Supplied: 1% and 3% solutions in 30 ce. multidose vials. 


Sotradecol’ 


(Sodium Tetradecyl Sulfate) 
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VITAMIN Biz 
DEPT. 


The preferred hematinic with PEPTONIZED iron 


Peptonized iron is virtually predigested. It is 
absorbed as well as ferrous sulfate, and is one- 
tenth as irritating to the gastric mucosa. 
Anemias refractory to other forms of iron will 
often respond promptly to Livitamin therapy. 

The Livitamin formula, containing the B 
complex, provides integrated therapy to cor- 
rect the blood picture, and to improve appetite 
and digestion. 


The S.E. MASSENGILL Company scw vor . 


VITAMIN 


Each fluidounce contains: 


Iron peptonized ...... 420 mg. 

(Equiv. in elemental iron to 71 mg.) 
Manganese citrate, soluble . 158 mg. 
Thiamine hydrochloride .. 10mg. 
10 mg. 
Vitamin B,, Activity .. . 20 mcg. 


(derived from Cobalamin conc.) 
Nicotinamide 
Pyridoxine hydrochloride . . 1 mg. 
Pantothenic acid 
Liver fraction 1 
Rice bran extract 
Inositol. . . 
Choline. . . 


B COMPLEX 


INSPECTOR OF 


BRISTOL, TENNESSEE 
KANSAS CITY e SAN FRANCISCO 


BLOOD CELLS 


| 
BLOOD FACTORY | 4 
— 
= 
PEPTONIZED IRON <=.) SE | 
| 
| 
| 
| 
| 
} 
| 
| 


For predictable therapeutic advantages... 


focus on peptonized iron — 


Current studies* show peptonized iron— 


More rapid response in 
iron-deficient anemias. 


Free from tendencies to disturb 
digestion. (One-tenth as irritating 
to the gastric mucosa as 

ferrous sulfate.) 


Non-astringent. 
Absorbed as well as ferrous sulfate. 
One-third as toxic as ferrous sulfate. 


Currently, mailings will be 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron forwarded only at your request. 
and Ferrous Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., Write for samples and litera- 
1957). 

ture. 


The S.E. MASSENGILL Company onisTo, TENNESSEE 


NEW YORK e KANSAS CITY e SAN FRANCISCO 
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“care of 
the man 
rather than merely 
his stomach” 


“Mi ] th two-level control of 

Da gastrointestinal dysfunction 
Miltown® anticholinergic 

at the central level The tranquilizer Miltown” reduces anxiety and tension." **? 


Unlike the barbiturates, it does not impair mental or physical efficiency.®:? 


at the peripheral level The anticholinergic tridihexethy] iodide reduces 
hypermotility and hypersecretion. 


Unlike the belladonna alkaloids, it rarely produces dry mouth or blurred vision.* * 


indications: peptic ulcer, spastic and irritable colon, esophageal 


spasm, G. I. symptoms of anxiety states. 


each Milpath tablet contains: dosage: 1 tablet t.id. at mealtime 
Miltown.2 (meprobamate WALLACE)................. 400 mg. and 2 tablets at bedtime. 

De) -2- = 7 adi ies 

(2-methyl-2-n-propy!-1.3-propanediol dicarbamate) available: bottles of 50 scored tablets. 


(3-diethylamino-1- cy clohexyl-1- -phenyl- 1-propanol-ethiodide) 


references: |. Altschul, A. and Billow, B.: The clinical use of meprobamate. (Miltown®). New York J. Med. 47: 2361, 
July 15, 1957. 2. Atwater, J. 8.: The use of anticholinergic agents in peptic uleer therapy. J. M.A. Georgia $5:421. Oct. 1956. 
+. Borrus, J. C.: Study of effect of Miltown (2-methyl-2-n-propyl-1,3-propanediol dicarbamate) on psychiatrie states 
J. A.M. A. 157:1596, April 30, 1955. 4. Cayer. D.: Prolonged anticholinergie therapy of duode + ulcer Am. J. Digest. Dis 
7:301, July 1956. 5. Marquis, D G., Kelly, E. L.. Miller. J. G. Gerard. R W and Rapoport. A : Experimental studies of 
behavioral effects of ineprobamate on normal subjects. Ann. New York Acad. Se. 67:701, May ©. 1957 5 Phillips, R. E 
Use of meprobams ate (Miltown®) for the treatment of emotional disorders. Am. Pract. & Digest Treat. 7:1573. Oct. 19: 56. 
7. Selling. L A clinieal study of Miltown®. a new tranquilizing agent. J. Clin. & Exper. Psychopath. 17:7, March 1936. 
Ss. Wolf, 3. ond Wolff, H. G.: Human Gastric Function, Oxford University Press, New York, 1947 


WALLACE LABORATORIES, New Brunswick, N. J. 
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relaxes 
both 


mind 


muscle 


without 
impairing 
mental 

or physical 
efficiency 
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well tolerated, relatively 
nontoxic/no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness/ 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


| 
| 
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probably the easiest-to-use x-ray table in its field — 


wid 


know why? look... 


1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 


3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


Modest cost 

Excellent value 
Prestige ‘‘look’’ 
Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 
And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
Or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


diagnostic x-ray unit 


Instant swing through from oscopyto Choice of rote ing or 
radiography | n vice ver sa} Self-guid- diate or Trendelénburg’posi stationary anode 
ing to correct operating distance Nothing ~ tions by equipoise handrock tubes. Full powered | 
you doit without leaving quiet motor-drive) | mat 100 KVP 
 ¢ertainly the simplest automatic x-ray control ever devised 
AP AP arta and j 
SPine HEAD EXTREMITIES Ken Gastro tatestinal 
~~ 
housed in this 
handsome 
obviously @s canny an x-ray investment as you can make 
| 
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anatome 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute or 
chronic, primary | 
secondary fibrositis — 
early rheumatoid arthriti 
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more potent and comprehensive treatment 
than salicylate alone 


|..assured anti-inflammatory effect of low-dosage 


corticosteroid’... . additive antirheumatic action of 


corticosteroid plus salicylate? * brings rapid pain 
relief; aids restoraticn of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


..much less likeithood of treatment-interrupting 
side effects' ® . . . reduces possibility of residual 
injury... Simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because sIGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of SIGMAGEN. 


in 
any 
case | 
; it calls for 


| salicylate ag tablets 


AL 


Composition 
METICORTEN® (prednisone) 0.75 meg. 
Acetylsalicylic acid 325 meg. 
Aluminum hydroxide 75 meg. 


Ascorbic acid 20 me. 


Packaging: siGMAGEN Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G.. and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 


C he is 5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
—NKHEUWHG R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956 
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ANERGEX appears to create an anergic state whith 
usually persists for months following a single course 
of injections —regardiess of the offending 


Treatment course: 1 mi.daity for 6-8 days. Eliminates 
skin testing, special diets, and long drawn-out de- 
sensitization procedures, 


in clinical studies, over 60 per cent (of 500 patients) 
have shown marked improvement or complete relief 
of symptoms.'444 


eveilable: Muitipie-dose viels containing mi~one 
average treatment course. 


Reg. U. 8. Pat, OF. 


seasonal rhinitis fever) 
dander, 
molds) 


Amer. Pratl 
3. Clin, 1988, 
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WHENEVER 
‘COUGH THERAPY 


® Relieves cough quickly and thor- 
oughly ® Effect lasts six hours and 
longer, permitting a comfortable 
night’s sleep # Controls useless 
cough without impairing expecto- 
ration ® rarely causes constipation 
= And pleasant to take 


Syrup and oral tablets. Each teaspoon- 
ful or tablet of Hycopan* contains 5 mg. 
dihydrocodeinone bitartrate and 1.5 mg. 
Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at 
bedtime. May be habit-forming. Avail- 
able on your prescription. 


ENDO 
Richmond Hill 18, 
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“Doctor, I’ve been eating like a canary.” 


When the patient complains of such symptoms as loss 
of appetite, weight loss, fatigue and/or underweight... 


When you suspect a concomitant nutritional iron deficiency... 


Counteract this “run-down syndrome” with 


TROPH-IRON* LIQUID 


B,.—Iron—B, 


Also available: ‘Troph-Iron’ Tablets for adults who prefer a tablet medication. 


Smith Kline & French Laboratories, Phiiadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Reports of accidental poisoning by oral iron are in- 
creasingly common in current literature. However, a re- 
cent editorial (South. M. J. 50:117, 1957) can still de- 
scribe the “shock when it was clearly demonstrated less 
than a decade ago that iron salts were not without danger 
to young children, and might even result in their death.” 


\ Scientific Exhibit on “Iron Poisoning”* at the recent 
\. M. A. Clinical Meeting in Philadelphia points up the 
immediacy of the problem and sheds new light on the 
mechanism of iron toxicity. The case history illustrated 
here is typical of many mentioned in the exhibit. Fer- 
rous sulfate poisoning is quick and often fatal. Even im- 
mediate and positive treatment is not always successful. 


JIMMY J.: CASE 
ACCIDENTAL IRON POISONING 


OF THE LiTERaTURE 


IRON Poisonins IN HUMANS 


*Scientific Exhibit on “Iron Poisoning” by 
W. G. Rohse, Ph.D.; C. R. Kemp, Ph.D.; M. 
Franklin. M.D.. and J. de la Huerga, M.D. at 
the American Medical Association Clinical 
Meeting. December 3-6, 1957. Philadelphia, Pa. 


This is an advertisement prepared by Jlint EATON & COMPANY, Decatur, I/linois 


b request. 
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The curious, searching quality of a child can be 
a wondrous thing, wandering continually through 
' a world of new sights and sounds and new objects 
that need to be experienced. But often the inquir- 
ing hand of the child inadvertently finds pain. 


This is the case history of Jimmy J., an 18-month- 
' old boy brought to the hospital with a complaint 
of diarrhea and vomiting. When first seen, Jimmy 
was in shock. It developed that he had eaten a 
number of enteric-coated ferrous sulfate tablets 
about two hours earlier. He vomited ten of the 
tablets soon after, and vomited again on admin- 


istration of egg yolk. Now he was weak and 
somnolent, with hyperactivity of deep reflexes. 


Initial laboratory examination showed a hemo- 
globin of 10.8 grams, RBC 5.4 million, WBC 
\ 52,000. Serum iron level was approximately 55 
times higher than normal — 8150 meg./100 ce. 
Necrotic intestinal mucosa was passed per anum. 


Forced fluids, antibiotics and dextrose were 
started, but the patient remained in shock until 
given 150 cc. of whole blood by scalp-vein trans- 
fusion. Subsequent treatment included milk with 
added electrolytes, vitamin K and levulose. Jaun- 
dice developed two days after admission but 
cleared in five days. Bone marrow was compatible 
with tissue breakdown or with chronic infection. 


Six days after admission, Jimmy was able to take 
a general diet. Serum iron returned to normal, 
the patient became asymptomatic eleven days 
after admission, and was then discharged. 


| ; j Jimmy was fed the ferrous sulfate tablets by his older 
| Jimmy was fortunate; approximately one out of brother. Attractively colored sugar-coated pills have an 


every two cases of iron intoxication do not recover. appeal for young palates, yet may often prove fatal. 


On admission to the hospital just two hours later, Jimmy Necrotic mucosal tissue passed by rectum indicated lo- 
presented the classic triad of iron poisoning—vomiting, cal g.i. damage caused by the corrosive action of the tab- 
shock, leukocytosis. Treatment was started immediately. lets. Fluoroscope confirmed presence of tablet material. 
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ignificantly, serum iron level prior to transfusion had risen to 8150 
g./100 cc., more than 50 times higher than normal, indicating un- 
itrolled absorption of iron salts from the child’s intestinal tract. 


RECENT FINDINGS 
MINIMIZES RISK 


Studies of iron intoxication described in the 
recent A. M. A, Scientific Exhibit consistently 


. reveal a direct ratio between elevation of serum 
] iron and incidence of fatality. In a series of dogs 


and rabbits given 250 mg. iron per Kg. as 
aqueous solutions of ferrous sulfate or gluco- 
| nate, all animals died. As in the case of Jimmy, 
toxicity in these experimental animals was al- 


Despite apparent damage to g.i. tissue, Jimmy was able 
to take food by mouth six days after admission. Thus, 
systemic toxicity may not be related to tissue damage. 


NDICATE CHELATION 
OF IRON TOXICITY 


Animal studies confirm relationship of fatality to exces- 
sive serum iron elevation with ferrous sulfate or gluconate, 


ways associated with serum iron elevation far 
beyond total binding capacities. However, in 
other animals given equal amounts of iron as 
iron choline citrate (FERROLIP"), an iron che- 
late, all rabbits and 90 per cent of dogs survived 
without evidence of toxicity. Thus, chelated iron 
seemed to permit controlled absorption of iron as 
needed, without decrease in hematinic effect. 


A new iron chelate (iron choline citrate— FrrRo.ip) 
appears to avoid this excessive elevation of serum iron. 


. 
~~ 
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FERROLIP.. 
EFFECTIVE AND SAFE 


The inherent safety of FERROLIP is apparently 
due to chelation. The iron complex—*chelated,” 
or bound—apparently can be absorbed and uti- 
lized by the body as physiologically needed, at a 
controlled rate, thus essentially obviating the 
possibility of excessive free iron in the blood 
stream. In contrast to readily dissociable iron 
salts such as ferrous sulfate or ferrous gluconate, 
experimental evidence has shown that massive 
doses of Ferrouip have rarely been associated 
with a dangerous elevation in serum iron. 


Ferrouipe has additional practical advantages 
over other forms of iron therapy. As a chelate, 
it is nonionized, nonastringent, and it remains in 
solution at pH levels up to 10.5. Consequently, 
FERROLIP is essentially free from g.i. irritation; 
it is not precipitated by protein or phosphate, 
and it can be given in milk or formula; also 
FeRROLIP does not attack or discolor the teeth. 


The Greek word chele means a claw. The term chelation 
is now applied to chemical processes whereby metallic 
ions are sequestered or bound into claw-like rings 
within certain organic molecules. Chelation can be ap- 
plied to any problem wherein ions of a metal cause 
trouble. The iron in Ferrorir is bound by this process. 


FerROuIP is available in the following forms: 
TABLETS —Three Ferrouip Tablets supply 1.0 
Gm. of iron choline citrate equivalent to 120 mg. 
of elemental iron and 360 mg. of choline base. 


syruPp—One fl.oz. of Ferroiip Syrup provides 
120 mg. elemental iron, equivalent of 3 tablets. 


props — Each cc. of Ferrouip Drops provides 
16 mg. elemental iron and 48 mg. choline base. 
posace: Adults, 1 or 2 tablets or 2 to 4 tea- 
spoonfuls of syrup t.i.d.; children, 1 tablet or 
2 teaspoonfuls t.i.d.; 0.5 ce. of drops supplies 
M.D.R. for infants and children up to 6 years 
— therapeutic dose as determined by physician. 


FERROLIP 


Iron Choline Citrate 


a physiologic iron chelate 


for RESULTS WITHOUT RISK 
in iron deficiency anemia 


TABLETS | Bottles of 100 and 1000 
SYRUP | Pints and gallons 
DROPS 30-cc, dropper bottles 


also available: 


FERROLIP ob 


during pregnancy 


just 1 tablet t.i.d. (the daily dose) provides: 
FERROLIP (Iron Choline Citrate’) 
eles 

Catch Pantothonste 
Pyridoxine Hydrochloride .......... .......- 


Vitamin B,, with Intrinsic Factor 

Concentrate 1 U.S.P. Unit (Oral) 


DOSAGE: 1 tablet t.i.d. 
SUPPLIED: Bottles of 60, 100, and 1000. 


FERROLIP plus 
for macrocytic and microcytic anemias 
Each capsule contains: 


FERROLIP (Iron Choline Citrate)................... 200 mg. 
Vitamin B, with Intrinsic Factor 

Thiamine Hydrochloride 2 mg. 


DOSAGE: 1 capsule t.i.d. 


SUPPLIED: Bottles of 60, 100, and 1000. Also available: 
FERROLIP plus Liquid, in 8-fl.oz. and gallon bottles. 


EATON & COMPANY 


Decatur, Illinois 


*U. S. PAT. 2,576.61 
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SINUSITIS 
NASOPHARYNGITIS 
RHINITIS 


mg. due to common cold, infections, allergies 
mg. 
mg. 
Controlled Dosage 
a Medihaler-Phen is designed to give the physician closer manage- 
mg. ment supervision over the patient. It governs self-medication— 
mg. makes squeeze bottles and droppers obsolete. An accurately 
= measured nebular cloud is gently ejected—not an irritating, 
. powerful jet—no drops of liquid—prevents haphazard dosage. 
ral) 
nits More than Merely Vasoconstriction 
nits In addition to its efficient but nonirritating vasoconstrictive 
action Medihaler-Phen counteracts secondary invading organ- 
isms and maintains total area decongestion with tissue-com- 
patible effectiveness. Safe for children too. 
To Prevent Post-Coryzal Complications 
Medihaler-Phen affords immediate relief of congestion during 
the acute stages of coryza, keeps open the ostia of the paranasal 
mg. sinuses...aids in the prevention of complications which may 
Jral) follow blockage by thick secretions. 
mg. The Medihaler Principle 
mg. Four Important Actions 
a aerosol medications. In spill- An effective, safe, 4-pronged attack (vasoconstrictive, decon- 
me. gestive, anti-inflammatory, antibacterial) is the result of the 
mg. blended formula. Each cc. of Medihaler-Phen contains pheny]- 
able plastic adapters. Also ephrine HCl 3.6 mg., phenylpropanolamine HCl 7.0 mg., 
ble: available in Medihaler-Epi® neomycin sulfate 1.5 mg. (equivalent to 1.0 mg. of neomycin 
(epinephrine bitartrate) and base), and hydrocortisone 0.6 mg., 
Medihaler-Iso® (isoproterenol 
sulfate) forthe relief of asthma suspended in an inert, nontoxic Ci 
and other allergies. aerosol vehicle. LOS ANGELES 
VY 


6.61 


MEASURED-DOSE NASAL AEROSOL NEBULIZATION. | 
Effective, Multiple Approach to 
Nasopharyngeal Affections 


30 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


A versatile, well-balanced formula capable of 
modifying the course of common upper res- 
piratory infections ... particularly valuable 
during respiratory epidemics; when bacterial 
complications are likely; when patient's his- 
tory is positive for recurrent otitis, pulmo- 
nary, nephritic, or rheumatic involvement. 


Adult dosage for ACHROcIDIN Tablets and 
new caffeine-free ACHROCIDIN Syrup is two 
tablets or teaspoonfuls of syrup three or four 
times daily. Dosage for children according 
to weight and age. 


Available on prescription only. 


*Trademark 


TABLETS (sugar coated) Each Tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 
Caffeine 30 mg. 
Salicylamide 150 mg. 
Chlorothen Citrate 25 mg. 


Bottles of 24 and 100. 
SYRUP (lemon-lime flavored) Each teaspoon- 


ful (5 cc.) contains: 
ACHROMYCIN® Tetracycline 


equivalent to tetracycline HCl 125 mg. 
Phenacetin 120 mg. 
Salicylamide 


Ascorbic Acid (C) 
Pyrilamine Maleate 
Methylparaben 
Propylparaben 
Bottle of 4 oz. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederte) 
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JNTROL OF CONSTIPATION 


p TO EVACUATION 


TE 
OFT sTOOLSs GENTLY STIMULA 


— the original diocty! sodium sulfosuccinate 
fecal softener combined with danthron, the non- 
irritating, non-habit forming laxative — 


Comprehensive control of constipation with Doxan... 


* prevents fecal dehydration and gently stimu- 
lates the lower colon in functional constipation 


* synergistically provides, with a subclinical dos- 
age, peristaltic action on a soft, “normal” 
intestinal content rather than on the hardened 
mass typical of constipation 


* results in soft stools gently stimulated to evac- 
uation ... and restores normal bowel habits 


Doxinate with Danthron (Doxan) is supplicd 
as brown, capsule-shaped tablets contain- 
ing 60 mg. dioctyl sodium sulfosuccinate 
and 50 mg. 1,8-dihydroxyanthraquinone. 


Usual adult dose: One or two capsule tablets 
at bedtime. Bottles of 30 and 100. 


When fecal softening alone is indicated— 
Doxinate 240 mg.— provides optimal once- 
a-day dosage for maintenance therapy. 


Doxinate is a registered trademark of Lloyd Brothers, Inc. 


LLOYD BROTHERS, INC. 
CINCINNATI 3, OHIO 
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WELL ACCEPTED 
FOR EFFECTIVE 


COUGH RELIEF 


pyraldine’ 
and ne 


Each fluidounce of bright yellow PYRALDINE contains: 


Dihydrocodeinone bitartrate 


Controls, without completely sup- 
1/6 gr. | pressing, the cough reflex 


(Brand of Pyrilamine Maleate) thetic effect in the throat 


Ammonium Chloride................... 6 gr. 
Amber PYRALDINE No. 2 — 


the basic Pyraldine formula plus 


Phenylephrine Hydrochloride.......... 30 mg. { For added mucosal decongestion 
per fluidounce 


W VANPELT & BROWN, INC., Richmond, Va. 
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urinary 


Gantrisin record 


papers 
the safety and effectiveness 


Gantrisin. 


TO RELIEVE PAIN 
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for urinary tract infections 


Azo Gantrisin combats urinary tract infections and promptly 


provides relief of the attendant pain. 


Azo Gantrisin achieves high plasma levels, and it is safe and 


soluble even in acid urine without forced fluids or alkalis. 


Supplied: Red tablets containing 0.5 Gm Gantrisin plus 50 mg phenylazo- 
diamino-pyridine HCl, in bottles of 100 and 500. 


DICTA 
| 


ROCHE 


ROCHE LABORATORIES + DIVISION OF HOFFMANN-LAROCHE INC + NUTLEY 10 + N. J. 


Gantrisin®—brand of sulfisoxazole 
Roche—Reg. U. S. Pat. Off. 
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victims of 


Bidrolar - 


Bidrolar combines a natural laxative with an effective stool 
softener. It provides effective combination therapy without the use 
of irritating bowel evacuants and without the disadvantages and 
lack of peristaltic action noted with the use of stool softeners alone. 


Each Bidrolar tablet provides ox bile, 60 mg.—a peristaltic 
stimulant that produces natural laxation without irritating the 
bowel .. . and dioctyl sodium sulfosuccinate, 40 mg.— an 
effective stool softener that keeps feces soft for easy evacuation. 


in focal Arustration Bidrolar is naturally better 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY: KANKAKEE, ILLINOIS 


| 

Ga 
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employ 
the multiple factors 
of BREWERS’ YEAST 


VITA-FOOD grain-grown Brewers’ Yeast is 
the richest, natural source of the entire vita- 
min B complex. nutritionally complete pro- 
tein, and naturally occurring minerals— 
widely used for a generation for the preven- 
tion and cure of pellagra. 


VITAMIN FOOD COMPANY, Inc. 
187 Sylvan Avenue Newark 4, N. J. 
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Antivert 


stops ver {igo 


Fn 


vertigo 
stops vertigo 
stops vertigo, 
stops vertigo 


stops vertigo 


and a glance at the formula shows two 
reasons why 


each ANTIVERT tablet contains: 


Meclizine (12.5 mg.) 

to ease vestibular distention 
Nicotinic Acid (50 mg.) 
for prompt vasodilation 

Dosage: one tablet before each meal. In bottles 
of 100 blue-and-white scored tablets. Prescrip- 
tion only. 

ANTIVERT in geriatrics 

Vertigo is a leading complaint among the aged. 


Help your elderly vertiginous patients with 
ANTIVERT. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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AcHrostatin V combines AcHromycint V... 
the new rapid-acting oral form of 
Acuromycint Tetracycline... noted for its 
outstanding effectiveness against more than 
50 different infections ...and Nystatin... the 
antifungal specific. Acurostatin V provides 
particularly effective therapy for those 
patients who are prone to monilial overgrowth 
during the protracted course of 

antibiotic treatment. 


a> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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supplied: 

ACHROSTATIN V CAPSULES 
contain 250 mg. 
tetracycline HCl 
equivalent (phosphate- 
buffered) and 250,000 
units NysTATIN. 


dosage: 


Basic oral dosage (6-7 mg. 
per lb. body weight per. 
day) in the average 

adult is 4 Capsules of 
AcHRostTaTIN V per day, 
equivalent to'l Gm. of 
ACHROMYCIN V. 


*Trademark 
tReg. U.S. Pat. Off. 
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relieve 

the L 
symptoms 

of constipation 


D treat 
the 

causes 

of constipation 


headache faulty digestion 
malaise | insufficient flow of bile 
gas and distention poor muscle tone 
bad breath irregularity 
anorexia 


Caroid and Bile Salts tablets help correct: 


Faulty digestion—The enzyme, Caroid, improves protein digestion up to 15%. 


Insufficient flow of bile — Bile salts increase the flow of bile to maintain normal 
water balance in the colon for soft, well-formed stools — and to improve fat digestion. 


Poor muscle tone — Two gentle laxatives working synergistically provide mild 
stimulation of the upper and lower bowel. 


Irregularity — Caroid and Bile Salts with its (©) digestant (€) choleretic(L) stimu- 
lant laxative action encourages return to normal daily bowel function. 


AMERICAN FERMENT COMPANY, INC. + 1450 BROADWAY, NEW YORK 18, N.Y. 


CAROID and BILE SALTS TABLETS cites 


make it a routine practice to have only “regular” patients 
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suitable 


for out-patient and 
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office 


tAyd, EF J., Jr.: The Treatment of Ambulatory and 
Hospitalized Psychiatric Patients with Trilafon, 
presented at Ann. Meet., Am. Psychiat. Assoc., 
Chicago, lll., May 13-17, 1957. 
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the full-range tranquilizer 


EXCEPTIONAL THERAPEUTIC RANGE 


... dosage range adaptable for tension and anxiety states, 
ambulatory psychoneurotics, agitated hospitalized psychotics 


EXCEPTIONAL POTENCY 
« At least five times more potent than earlier phenothiazines 


EXCEPTIONAL ANTIEMETIC RANGE 


« From the mildest to the severest nausea and vomiting due 
to many causes 


ADEQUATE SAFETY IN RECOMMENDED DOSAGE RANGES 
¢ Jaundice attributable to the drug alone not reported 
¢ Unusual freedom from significant hypotension 
¢ No agranulocytosis observed 
¢ Mental acuity apparently not dulled 
TRILAFON —grey tablets of 2 mg. (black seal), 4 mg. (green seal), 8 mg. 


(blue seal), bottles of 50 and 500; 16 mg. (red seal), for hospital use, 
bottle of 500. 


Refer to Schering literature for specific informa- 
tion regarding indications, dosage, side effects, 
precautions and contraindications. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


TR-J-3297 


outmoding older concepts 
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To prevent emotional upsets in cardiovascular conditions 


‘Compazine’, by controlling anxiety and 
tension, can prevent the emotional upsets 
that so often play an exacerbating role 
in cardiovascular conditions. 


And, ‘Compazine’ can be depended upon 
to have little, if any, hypotensive effect. 


Compazine’ 


the tranquilizing agent remarkable 
for its freedom from drowsiness and 


depressing effect 


Available: Tablets, Ampuls, Multiple dose 
vials, Spansule“ sustained release capsules, 
Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


BRAYTEN PHARMACEUTICAL COMPANY °*_ Chattanooga 9, Tennessee 


Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AucLyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 
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1. Sphincter of 
Boyden 

2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Sphincter 
Muscles in 
Normal 


Cholan 


ee hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 


dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 
meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.56 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Malte Maltbie Laboratories Division « Wallace & Tiernan Inc. ¢ Belleville 9, N. J. 
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in asthma, 


plus 


Potassium iodide*, repeatedly affirmed a very 
useful drug in asthma,!.2.3.4.5 plus aminophylline, 
ephedrine, phenobarbital 


a buffer for tolerance, Mudrane is an exception- 
ally well tolerated preparation with a near- 
neutral pH 


a better balanced formula—more phenobarbital 
(1/3 grain) and less ephedrine (1/4 grain) 
avoids ephedrine nervousness and makes Mudrane 


slightly sedative 
FORMULA 


Phenobarbital 1/3 gr. 
BOTTLES 36 AND 100 TABLETS 
DOSAGE 
; One tablet with full glass of water, 3 or 4 times 

a day 

*6 drops saturated solution potas- BIBLIOGRAPHY 

sium iodide equivalent in each 1, Rackemann, F. M., in 3. Feingold, B. F., J.A. 

Mudrane tablet Textbook of Medicine, M.A.; 146:319-23 


Cecil & Loeb, 8th Ed. 


2. Barach,A.L.,J.A.M.A.; 4. Tuft, L., J.A.M.A.3 
147:730-7 146 :1480-86 


5. Banyai, A.L.,J.A.M.A.; 
148 :501-4 


Wm. P. Poythress & Co., Inc. 


ETHICAL PHARMACEUTICALS RICHMOND 17, VIRGINIA 
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STOOL SOFTENING 
» ALONE IS NOT ENOUGH 


a 


NORMAL 
 |THRUWAY] PERISTALSIS 


——» | ISALSO 
NEEDED 


Map Copyright by Rand McNally & Co., RL No. 57S124 


Aquatyl 


a natural peristaltic stimulator with effective 
stool softening action 


restores normal bowel physiology to provide normal, lasting correction 
of constipation. Each Aquatyl tabule contains 50 mg. dioctyl sodium 
sulfosuccinate and 100 mg. cholic acid. Dioctyl sodium sulfosuccinate 
safely softens the stool . . . cholic acid, an elemental body constituent, 
sparks natural peristalsis and a return to normal evacuation. 


Dosage: Initially, two or three tabules with a full glass of water 3 times daily 
for three days. Maintenance therapy, usually 1 or 2 tabules daily. 


IRWIN, NEISLER & CO. + DECATUR, ILLINOIS 
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PRO 


promising approach to: 340 
hyper-betalipoproteinemia 
hyper-cholesterolemia 32 
hyper-chylomicronemia, 

and other 2¢ 
abnormal serum lipids 


and 270 


atherosclerosis 
RTANT 
NEW 
DU 
CAPSULES 


ipotropic factors with 
nsaturated atty cids (safflower oil) 


a balanced formula for modifying, preventing 
or correcting atherogenic factors widely 
implicated in causing coronary thrombosis. 
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shift atherogenic 
beta-lipoproteins 
to the more normal 


alpha-lipoproteins 


stabilize function of = with choline, methionine, — 
the liver, site of pyridoxine (Bg) and 
normal metabolism of _other lipotropics 
cholesterol, lipoproteins 
and other 


Each LUFA capsule provides: 


UNSATURATED FATTY ACIDS** 378 meg. 


PYRIDOXINE HC! (Be) 2 meg. 


CHOLINE BITARTRATE 233 meg. 


di, METHIONINE 110 mg. 


INOSITOL 40 mg. 


DESICCATED LIVER 87 meg. -**from specially 


refined safflower 
VITAMIN Bi2 1 mcg. seed oil. Provides. 


VITAMIN E (dl, alpha-tocopheryl acetate 
(dl, alpha-tocophery ) of linoleic acid. 


dosage: Therapeutic dose, 6 to 9 capsules, in acs doses 
meals, or more as issn. Maintenance dose, one LUFA capsule 
t.i.d. with meals. 7 


supplied: Bottles of 100, 500 and 1000 « 
— literature and diet charts for patients on request. 
u. s. vitamin corporation + "PHARMACEUTICALS 


(Arlington-Funk Laboratories, division) 


*Best 8 are obtained when LUFA is given as an 
adjunct to a diet adequate in protein, low in animal fat and — 


290 y means ofwelltolerated 
ve egetable unsaturated fatty acids 


(H.W.& D. brand of lututrin) TABLET S 


for increasing time in utero 


LUTREXIN is a new, water soluble, 
non-steroid, uterine relaxing hormone 
—unlike estrogen or progesterone— 
which has been isolated from the 
ovary. 


LUTREXIN produces demonstrable 
blood levels thirty minutes after oral 
administration." 


Majewski and Jennings”? in their 
confirming study, report 68% 
favorable results with LUTREXIN 
in eighty clinically diagnosed cases 
of premature labor. 


Dosage: The above authors recom- 
mend an initial dose of four tablets, 
followed in one hour by three 
tablets and one tablet hourly there- 
after until contractions cease. 
However, many clinicians have more 
than doubled this dosage with 
excellent results and no untoward 
effects. 


Supplied in bottles of 25—1000 unit 
tablets. 


1. Jones, Georgeanna S. and Smith, Frank: Am. 
J. Obstet. Gynecol., Vol. 67: No. 3, 628-633, 
1954. 

2. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 5, No. 5, 1955. 


3. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 9, No. 3, 1957. 


in vivo measurement 
of LUTREXIN on 
contracting uterine muscle 


HYNSON, WESTCOTT 
& DUNNING, INC. 


BALTIMORE 1, MARYLAND <> 
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Reverence for Medical Research in 


the South: 


J. P. CULPEPPER, JR., M.D., Hattiesburg, Miss. 


IT WAS AT OUR GOLDEN ANNIVERSARY MEETING 
last year that I took up the trust as President 
of the Southern Medical Association; not with 
triumph’s swollen pride, but in humility and 
with a profound sense of dedication. 

Fate made it possible for me as President- 
Elect to serve our 10,000 members during the 
last year of a half century of progress and, 
as President, to serve the first year of our 
second half century. 

During my year in office I have traveled 
widely, I have talked with many of our mem- 
bers in 16 southern states and the District 
of Columbia, and now believe with all sin- 
cerity that Southern Medical possesses a spirit 

. a heritage . . . that will never die. Let me 
assure you that we can all be aware and 
justly proud of our place today in American 
medicine, especially in the South. 

Southern Medical, vigilant, energetic, 
strong, continues to carry out the cardinal 
principle of its founding fathers: to develop, 
promote and foster scientific medicine for the 
prevention and cure of disease among the 
people of the South. 

In fostering that principle we have shown 
progress in many ways. Our biggest “‘progress 
news” of the year was the ground-breaking 
ceremony at Birmingham only a few months 
ago for a new, modern $250,000 Southern 
Medical headquarters building. 

In time our building will be dedicated to 
the purpose of aiding the physician and his 
work, of serving the public and of promoting 
the betterment of health for everyone. 


You can be sure that this building is going 
to “live and breathe.” In this building, dedi- 


*Read before the annual banquet of the Southern Medical 
Association at the Di Lido Hotel, Miami » Fila., on 
Wednesday evening, November 13, 1957. 


cated men and women will strive daily to 
assist doctors and medicine and the public so 
that together we can provide the best medical 
care possible for all people. 

When completed late next year, our struc- 
ture of brick, stone and mortar can well serve 
as a monument to all of the practicing phy- 
sicians in the South. In particular, it can 
serve as a monument: 

—To Dr. Seale Harris, our one-time, eminent 
secretary-treasurer and editor of The Journal, 
who passed away only last March, for his 
valuable research on hyperinsulinism and its 
control. 

—To Col. Joseph Albert LePrince, of the 
U. S. Public Health Service, whose death on 
February 10, 1956, in Memphis, Tenn., at 
the age of 80, ended a long and bitter fight 
against malaria and yellow fever. 

—To Dr. Charles W. Stiles, whose trips to 
Virginia and to North and South Carolina 
resulted in an important announcement at a 
medical meeting in Washington, D. C., on 
May 10, 1902, of the newly-discovered Ameri- 
can hookworm, and methods to combat it. 

Thanks to the efforts of these southern 
gentlemen—just to name a few—many dis- 
eases once prevalent in the southland are no 
longer diseases of economic importance in the 
United States. These southern men, and many 
before them, served their fellow men to the 
fullest, and their humanitarian work left the 
world deeply in their debt. 

In paying tribute to these men we pay 
tribute also to a way of life that has made 
their work possible. Their investigations, 
some running over long periods, have proved 
that our system of free and voluntary asso- 
ciation is capable of effectively assaulting 
even the most forbidding barriers that lie 
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between man and the accomplishment of his 
dreams. 


The outlook for medical accomplishments, 
through research, is bright. Scientific labora- 
tories are the best equipped in the world. 
Schools and universities surpass those of any 
nation. Medical research budgets, government 
and private, are at record levels. 

Yet progress will be insured only if the 
rights of the individual to free exercise of 
his initiative are jealously guarded. 

Medical research has prospered by pro- 
viding rewards for success; not in a monetary 
way, but in the joy of tracking down a new 
truth, a new law. Its integrity has been kept 
inviolate; the research worker has been spared 
the necessity of finding “political” conclusions 
as the goal of his investigations. 

In this atmosphere of free inquiry and of 
freedom of the individual to enjoy the fruits 
of his labor, medical science has flourished. 
Elsewhere in the world, it has suffered serious 
setbacks. 


The German scientist, once a leader, found 
under Hitler that he was falling behind. 
Specified results at a specified time could 
not necessarily be guaranteed, no matter how 
urgent. The Russian scientist under Com- 
munism has learned that his findings must 
satisfy the official view, regardless of the 
facts. The British scientist under Socialism 
has seen the rewards of his enterprise virtually 
confiscated by taxation. The pace of discovery 
everywhere else in the world has slowed, 
whereas that of medical science in the United 
States has quickened year by year. 


Without freedom, scientific research and 
the progress in its wake will falter. The in- 
dividual must be assured the freedom of in- 
centive. The university scientist must have 
freedom of inquiry, of discussion and of pub- 
lication. 

But what about our future? Is the financial 
climate right for continued progress? 


Great changes have taken place in the 
volume and source of funds for medical re- 
search. 


The dollar volume of support for medical 
research in this country has increased from 
some $40 million to some $240 million over 
the past 15 years, with the federal govern- 
ment’s share being $113 million, or more 
than 40 per cent. 
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Is this a healthy financial climate for 
medical research? 

With less private philanthropy because of 
the high tax structure, the two major sources 
of expanded support for medical research in 
the future will, in all probability, be cor- 
porate giving and federal funds. 

When scientific judgments are involved, 
the total research program of the nation is 
best served if decisions are not centralized 
but dispersed so that various advisers, various 
points of view, and various interests can be 
brought to bear on complex problems. 

Never in the history of medical science and 
medical education has it been so important 
that close, sympathetic understanding be sus- 
tained between private research groups, uni- 
versities and medical schools, industrial re- 
search groups, and federal agencies. The ex- 
tension of federal aid to medical research 
and related training over the past decade has 
created an unprecedented situation which 
calls for attention and study by the medical 
profession. 


There are 29 approved medical schools in 
the 16 states and the District of Columbia 
which embrace the membership of the South- 
ern Medical Association. “Gifts” from the 
laboratories of these fine schools have accrued 
to the benefit of all people from past re- 
search, and the prospects are bright for the 
future. 


A canvass of the southern schools shows 
that a prodigious amount of research work 
is underway at the present time. Much of 
this research, even though some of it yet 
awaits clinical proof and trials, is bound to 
have fruitful, if not momentous, consequences. 
Our southern medical schools can be proud 
of their work; proud in the fact that they 
are uncovering new frontiers of knowledge 
to conquer disease and prolong life. 

With the cooperation of the deans of the 
many southern medical schools, I had the 
inspiring opportunity of taking a “behind- 
the-scenes” look at what is going on in medi- 
cal research today—and what I saw was truly 
dramatic and exciting. 

Here, briefly, is a thumb-nail sketch of 
what is being done, or has recently been 
done, in what Louis Pasteur called “those 
sacred dwellings which are designated by the 
expressive term, laboratories:” 
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At the University of Mississippi Medical 
Center in Jackson: Research here seems to 
have hastened the day when old hearts can 
be exchanged for new. 


A key project, begun a year ago, has demon- 
strated that if the blood is washed out of the 
heart muscle so it will not clot and irreversibly 
plug the capillaries, function can be restored 
satisfactorily after 90 to 100 minutes. 


This period can be extended in experi- 
mental animals by perfusing the heart and 
refrigerating it in a nutrient medium at four 
degrees centigrade. Return to perfectly nor- 
mal function has been observed after as long 
as 16 hours. 


Using these principles, technics have been 
developed for actual transplantation of the 
heart from one dog to another. 

Who will deny that these studies some 
day may have clinical application? 

Yes, at the University of Mississippi Medi- 
cal Center experimental medicine is narrow- 
ing the choice between health and disease 
in many ways; yes, there humanity is grow- 
ing greater, stronger and better. 

At Tulane University School of Medicine 
in New Orleans: A small group of dedicated 
researchers here is leading a strong frontal 
attack against the common mental disorder, 
schizophrenia. 

Studies have indicated that the condition 
results from a deficiency in amine metabo- 
lism. When an extract from the septal region 
of cattle brain is injected into schizophrenic 
patients biochemical changes take place, mak- 
ing them more like normal people. The ex- 
tract has been administered to 38 patients 
since October, 1955, with good results. 

At Tulane also surgeons have transplanted 
the hearts of newborn and unborn pups 
into the necks of older dogs and have kept 
the hearts alive for as long as 10 days. Thirty- 
one such experiments have been carried out 
so far as the first step in investigating the 
possibility of replacing human hearts by trans- 
plantation. 

Here is medical research at its best; here 
is blended the skills and knowledge of many 
men who work in the isolation of the labo- 
ratory so that humanity may live a more 
abundant life. 


At Baylor University College of Medicine 
in Houston: It is here that achievements in 


the art and science of medicine have accrued 
because medical education is combined with 
research. 


Baylor, which this year has research grants 
totaling more than a million and a half dol- 
lars, has pioneered in attempts to orient 
medical students to research as an integral 
part of medicine. Students can complete their 
laboratory work in two quarters leaving the 
third quarter of the first year available for 
them to carry on independent investigation. 

Baylor recognized long ago the importance 
of filling the ranks of those who engage in 
medical research. Unless the ranks can be 
kept unbroken, unless well-equipped recruits 
can be attracted to the career of the investi- 
gator, progress ends. At Baylor, not only 
gifted young men, but all students, are in- 
vited to prepare themselves for work in the 
halls of science. 

Through its unique plan of training, Bay- 
lor is demolishing the old theory that re- 
search is done by special kinds of people— 
rather it is done by intelligent people who 
have been given the right kind of opportunity 
to look carefully into some phase of medi- 
cine. Those who have had this experience 
unquestionably will be better doctors. 


At Vanderbilt University School of Medi- 
cine in Nashville: Fine and worthwhile work 
is going on there to elucidate the nature of 
the metabolic defects present in congenital 
pentosuria, a rare and apparently harmless 
condition which is sometimes mistaken for 
diabetes. This research has already corrected 
diagnostic errors to the benefit of the patient. 

These studies to uncover an unknown facet 
of carbohydrate metabolism in humans are, 
like all research, highly complex. Fortunately, 
the average person—the patient—can accept 
the benefits which medical science provides 
without having to comprehend the theory 
or the practice of research. 


At the University of Virginia School of 
Medicine in Charlottesville: At this school, 
which can rightfully boast of having one of 
the best protein chemistry laboratories in the 
country, promising research is being done on 
problems dealing with the purification of 
serum albumin for use as a plasma volume 
expander and also on problems associated 
with transfusion and blood storage. Will this 
research point to better ways of storing whole 
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blood for longer periods? The answer lies in 
the future. If we can gauge the work as it 
has progressed so far, there is every possibility 
that it can represent a major advance in the 
whole field of blood preservation. This is vital 
research. 

At Louisiana State University School of 
Medicine in New Orleans: Great work re- 
lating to atherosclerosis, hypertension and the 
over-all basic problem involved in cardio- 
vascular diseases has been progressing here 
for many years. 

From its studies so far, this school, without 
question, has made valuable contributions to 
medical literature. Let me cite just one phase 
of this broad study. 

The aorta was selected as the most easily 
obtainable large area in the arterial system, 
and this vessel has been studied in more than 
1,000 autopsies to date. The autopsies were 
performed in seven different geographic areas 
—New Orleans, England, Spain, Puerto Rico, 
Costa Rica, South Africa and Guatemala. 
Why was such a complex study undertaken? 
Briefly stated: With the hope of finding a 
region where the population showed no aortic 
lesions, or an area where lesions appeared 
less frequently or much later in life. 
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While the important questions of etiology 
and pathogenesis of atherosclerosis remain 
unanswered, no geographic area has been 
found where atherosclerosis is absent or 
notably deficient. 


And here is another important generaliza- 
tion: Of all the population groups studied, 
the greatest difference in the degree of aortic 
atherosclerosis has been found to be between 
the white and negro races in the 11-15 year 
age group in the New Orleans area. At age 
13, there was roughly five times as many 
aortic degenerative changes in the negro race 
as there was in the white race. There were 
no environmental differences. 

Does this mean that atherosclerosis is 
basically a pediatric problem? The dedicated 
researchers at Louisiana State think so! Time 
will reveal more. 


From these specific cases there is definite 
proof that the achievements in the art and 
science of medicine are as marvelous as they 
are stupendous. These recorded gains have 
accrued because medical education is com- 
bined with research in our schools and hos- 
pitals. These advances impose the challenge 
to do, not just as well, but better in the 
tomorrows before us. And, God _ willing, 
progress in the South will continue! 
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The Physician’s Responsibilities 
Toward Blood Transfusions: 


ROBERT D. DRIPPS, M.D.,t Philadelphia, Pa. 


The author quotes from the British Consulting Pathologists Committee,—“It appears unjustifiable 
to place any patient at a risk for one pint of blood.” He deplores the “casual” attitude 
toward transfusions and catalogues the inherent dangers. 


APPROXIMATELY 5,000,000 units of whole 
blood will be administered this year in the 
United States, with a mortality rate directly 
attributable to transfusion of about 1 per 
5,000 units.! The causes for these fatalities are 
largely known and for the most part are pre- 
ventable. It is the purpose of this paper to 
consider the paradox of a therapeutic meas- 
ure which is at the same time so useful and 
so hazardous. 


As one author has stated, “the dangers as- 
sociated with blood transfusion begin with 
the manufacture of equipment used, and 
continue from the time a donor enters the 
blood bank for a period of months after the 
blood has been transfused. A large number 
of individuals participate in the selection and 
bleeding of the donor, the laboratory exami- 
nations and the administration of blood. Their 
mere number increases the chance of error. 
Dangers and complications are present from 
beginning to end.’ 

1. Contamination of Blood. Since blood 
is obtained by puncturing a skin surface that 
cannot be made bacteria-free, an occasional 
bottle of blood will be contaminated. Usually 
such contamination is of slight consequence, 
resulting at the most in a mild pyrogenic 
reaction. Certain organisms, however, can 
produce lethal endotoxins even during re- 
frigeration. Transfusion of such blood will 
result in severe hypotension and not infre- 
quently death. Routine bacteriologic control 
of banked blood is not practicable, since the 
blood continues to age while cultures are 
being made, and the act of sampling a bottle 
of blood may serve to contaminate it. Inspec- 


*Read before the Section on Anesthesiology, Southern Medi- 
cal Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


+From the Department of Anesthesio! » Hospital of the 
University of Pennsylvania, 


tion of each bottle for hemolysis will tend to 
reduce the danger of transfusing contami- 
nated blood, but the problem of contamina- 
tion has by no means been solved. 


2. Transmission of Disease. The most 
common disease transmitted by transfusion 
is homologous serum hepatitis. The incidence 
of this has been estimated to be as high as 
one in every 200 individuals receiving blood.* 
No way to sterilize whole blood has yet been 
found. Nor is there any practical test to detect 
carriers of the virus; the ability to transmit 
the virus may continue for long periods of 
time. One can reduce the risk by screening 
out all donors with a history of hepatitis. All 
cases of jaundice occurring up to 6 months 
after transfusion should be reported to blood 
bank officials so that infected donors can be 
identified if possible, and prevented from 
giving further blood. 

The transmission of syphilis is almost im- 
possible if blood is stored for 3 days. A five 
day period of storage will result in the death 
of the plasmodia of malaria. Measles, infec- 
tious mononucleosis, influenza, typhoid fever 
and brucellosis have all been transmitted by 
transfusion, but with careful history taking 
and physical examination of donors these 
hazards can be reduced sharply. Recently 
Beutler and Dern‘ reported the occurrence 
of a febrile illness occurring in five or six 
recipients who received red cells from an ap- 
parently healthy donor. Serial transmission of 
blood collected during the acute phase of this 
illness caused a similar syndrome in new re- 
cipients. Headache, myalgia, nausea, vomiting 
and fever characterized the illness. Painful 
stiffness of the joints developed in some of 
the recipients one to five weeks after the 
acute symptoms had subsided. The trans- 
missable agent was believed to be a virus. 
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Because this agent survives under blood- 
banking conditions, and because it may be 
present in the blood of healthy donors, it 
represents another potential hazard in the 
transfusion of blood. 

3. Hemolytic Transfusion Reactions. 
Hemolytic reactions caused by incorrect major 
grouping of blood should no longer occur. 
Such errors as inadvertent exchange of typing 
sera and use of the wrong pilot tube by 
laboratory technicians, or the administration 
of the wrong bottle of blood by nurses or 
physicians continue. These can be tragic 
errors. 

Blood typing has now become a complex 
process. Although the identification of all 
subgroups of significant antigenicity is pos- 
sible in only a few laboratories, the indirect 
Coombs crossmatch test using the recipient's 
serum and the donor’s cells will identify many 
sources of subgroup incompatibility.5.* This 
antiglobulin test should be used in addition 
to the usual crossmatching procedure in any 
patient who has received a previous trans- 
fusion and in pregnant women for it is these 
individuals who are more likely to have been 
sensitized. The use of the indirect Coombs 
test increases the cost of a transfusion service 
somewhat, but it is a procedure which should 
be used increasingly. 

4. Allergenic Reactions. The collection 
of blood from fasting donors is receiving less 
attention today. Allergenic reactions in the 
form of urticaria, angioneurotic edema or 
rarely bronchial asthma occur but their cause 
remains obscure. If A-C-D mixture is the 
anticoagulant, some allergenic reactions may 
be due to the protein of corn—the source of 
the dextrose. Food ingested by the donor 
appears to be of less significance. The addi- 
tion of antihistaminics to blood has been 
shown to reduce allergic reactions,” but not 
all blood banks have accepted this concept. 


5. Circulatory Overload. The intraven- 
ous administration of fluids increases blood 
volume, raises venous and intra-auricular 
pressures and increases cardiac output in nor- 
mal individuals. In patients with severe 
anemia, however, cardiac output may de- 
crease as the result of transfusion and pul- 
monary edema may result. Use of packed 
red cells, clinical observation of the venous 
pressure, a slow rate of infusion and placing 
the recipient in the semi-Fowler position will 
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reduce the likelihood of pulmonary edema. 
Circulatory overload must also be anticipated 
following blood transfusion to patients un- 
dergoing such pulmonary procedures as pneu- 
monectomy or multiple lobectomy,® and in- 
dividuals with myocardial disease.’° 

6. Hemorrhagic Disorders Following Mas- 
sive Transfusions. A hemorrhagic diathesis 
is recognized as one of the features of a 
hemolytic transfusion reaction. Indeed this 
unexplained oozing may be an important in- 
dication of incompatibility when transfusions 
are carried out during general anesthesia, and 
the patient cannot complain of chills or flank 
pain. Such a bleeding tendency is alleged also 
to follow the transfusion of blood contami- 
nated by bacteria. 

Recently abnormal bleeding has been noted 
after transfusion of large volumes of appar- 
ently compatible banked blood. In blood 
stored at 4°C. in acid-citrate-dextrose anti- 
coagulant, platelets disappear rapidly, throm- 
boplastinogen declines and plasma accelerator 
globulin (labile factor, proaccelerin, or factor 
V) is reduced after 4 to 5 days. Bank blood 
is therefore likely to be poor in certain of 
the coagulation factors. With large trans- 
fusions of such blood it has been postulated 
that the recipient’s coagulation factors may 
be diluted to a hemorrhagic range.'! The 
bleeding associated with multiple transfusions 
has also been attributed to thrombocyto- 
penia,!? fibrinolysis,1* minor group incom- 
patibility'* and citric acid intoxication.!® It 
is impossible to implicate one cause over an- 
other. In all probability many factors are 
involved. 


Treatment of this type of bleeding is diffi- 
cult. Use of nonwettable blood bank equip- 
ment to minimize platelet destruction has 
been recommended. Platelet concentrates, if 
available, may be used. ACTH has been sug- 
gested. Fresh frozen plasma, with a higher 
accelerator globulin content than bank blood, 
should be tried. Calcium salts have not proven 
of great use. The problem is a distressing one, 
and the death rate is high. 


Conclusions 


Recognition of the hazards of blood trans- 
fusion has caused various authors to level 
such terms as “injudicious,” “indiscriminate” 
and “unnecessary” against use of this form 


of treatment. In my opinion the word “casual” 
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is perhaps the most devastating term to ap- 
ply to the physician ordering or administer- 
ing a transfusion. He has cee to use this 
technic so often that his guard is down. He 
assumes that all will go well. Ask yourself the 
next time you start a transfusion, “What 
would I be thinking if this bottle of blood 
were being given to me?” You would hope, 
I am sure, that the blood had been properly 
collected, was correctly grouped and cross- 
matched, was sterile, free of pyrogens and 
allergenic reactors, had not hemolyzed, and 
finally that the bottle being given to you 
was properly identified as being the one 
which you were to receive. Do you raise these 
questions in your mind each time you begin 
a transfusion? 


What can be done to minimize exposing 
patients to unnecessary risks from transfu- 
sions? One approach is that made by the 
British Consulting Pathologists Committee, 
“It appears unjustifiable to place any patient 
at a risk for one pint of blood.” In other 
words, if the patient’s needs can be satisfied 
by a single transfusion it seems best, except 
under unusual circumstances, to avoid such 
a measure altogether. George Crile 47 years 
ago summed up the position on transfusions 
by saying, “Judiciously employed, transfusion 
will surely prove a valuable, often lifesaving 
resource; injudiciously employed, it will surely 
become discredited.”!7 Let us not discredit it. 
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Discussion (Abstract) 


Dr. William S. Derrick, Houston, Tex. We are in- 
formed by the historians that there has been great 
interest in the healing qualities of blood since the 
ancient Egyptian princes used blood baths for resusci- 
tation and recuperation. However, the first important 
contribution, which made possible blood transfusion 
as we use it today, was the announcement of the 
theory of circulation of the blood by William Harvey 
in 1628. 


It is interesting to note that the early investigators 
proposed to use blood transfusion for its possible 
mental effects, and the treatment of mania and melan- 
choly ranked as prime indications for the transfusion 
of blood. For some time it was also used for the 
restoration of youth to the senile and also in the 
treatment of advanced lung and bowel disease. The 
use of blood was once advocated for the treatment 
of marital discord. 


Because of the ignorance of asepsis, immunology, 
the process of coagulation, the blood groups and in- 
compatibility, many problems were encountered and 
the technic fell into wide disrepute. Transfusion for 
some time was illegal in Great Britain, France and 
Italy. 

In the last fifty years many of the mechanical 
problems associated with the transfusion of blood have 
been largely overcome. There has been a rapid swing 
to abundant use of this form of therapy. 


With increased study into the various groups and 
subgroups, there seems to be increasing evidence that 
a person’s blood is as individual as his fingerprint 
and that there may be no such entity as a wholly 
compatible blood transfusion. With the recognition 
of these facts has come increased caution in the in- 
discriminate transfusion of blood. 

As Dr. Dripps has so nicely stated, the major con- 
siderations are bacterial contamination, transmission 
of disease, hemolytic reactions, allergenic reactions, 
circulatory overload and hemorrhagic disorders. There 
are many occasions in which the transfusion of blood 
may prove lifesaving to the surgical patient, but cer- 
tainly its casual or indiscriminate use should be 
avoided. 
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Fungi in Otitis Externa* 


JOHN A. B. HOLT, M.D., and WILLIAM C. MORGAN, JR., M.D., 


Charleston, W. Va. 


Otitis externa is a troublesome problem for the patient, family physician and specialist. The authors 
consider the part played by fungi and outline the management they find to be satisfactory. 


WHETHER WE LIKE IT OR NOT, the fungi are 
coming into their own. With the increased 
usage of antibiotics, more and more persons 
are suffering from fungal infections.* 

Apparently during the past 5 or 6 years 
most men have come to feel that fungi play 
a very minor role in the etiology of otitis ex- 
terna. A number believe that at least 85 per 
cent of these infections of the external ear 
are bacterial in origin, while less than 15 
per cent are due to fungi. We hold to an 
older view and contend that practically all 
such cases seen by the ordinary practicing 
otologist are initiated by fungi. 

The spores of fungi are universal. The 
warmth and darkness of the human external 
auditory canal, plus moisture, offers an ideal 
culture media for their spring to activity. 
This moisture is usually supplied by the in- 
creased bathing and swimming during warm 
weather, which accounts for the upswing in 
number of cases in the summer and in warmer 
climates. 


The fungus produces an itching and scali- 
ness of the canal wall or frequently an ex- 
foliation and increased maceration of an over- 
moist skin. The skin, broken by scratching 
or maceration, is invaded by bacteria sec- 
ondarily, with the resulting inflammation, 
edema and tenderness. Often small furuncles 
of the glands and hair follicles of the outer 
one-third of the canal develop, and occasion- 
ally a true cellulitis. After this secondary bac- 
terial invasion many patients show more or 
less serous weeping from the area. This serous 
discharge occurs with, or contains an al- 
lergenic factor similar to that which causes 
an “id” reaction seen in fungal infections of 
other portions of the body. Or perhaps better 
still, it is more closely related to, or better 
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explained on the basis of the Shwartzman’s 
phenomenon or the fixed skin sensitivity.? 
The skin of the external ear and even the 
neck and face bathed by this discharge may 
show the inflamed and itching reaction of 
true skin allergy. 


Numerous bacteria, both gram-positive and 
gram-negative, have been mentioned by 
various writers as the originating organism 
in otitis externa.* We feel these bacteria have 
been too varied and too inconstant to be 
anything but secondary. 


Clinical Studies 


In a consecutive series of cases over the 
past three and a half years we have found 
fungi present in smears from 176 infected 
ears, or in 73 per cent of the ears treated. 
Sixty-six smears or 27 per cent were reported 
negative. Included in these negative smears 
were 11 done by another laboratory while 
our technician was on vacation. Incidentally, 
this substitute laboratory reported no positives 
in 11 slides submitted, although the moldy 
growth was grossly visible to the examiner’s 
eye in several cases. Five additional cases 
with negative smears revealed positive cul- 
tures on Sabouraud’s media. Ink staining of 
smears was adopted 15 months ago for easier 
recognition and since then 92 per cent of 
116 smears have been found positive. 

Identification and classification of fungi 
was not attempted. The various groups may 
run into endless numbers and a single species, 
improperly multiplied may show wide varia- 
tions. They may undergo many morphologic 
changes even to the disappearance of hyphae.‘ 
Frankly, classification was beyond our ken. 


Treatment 


Treatment consisted of cleansing the canal 
with dry cotton swabs and the aspiration of 
debris when feasible. The desirable thorough 
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cleansing was often not possible on the first 
visit because of pronounced edema and ten- 
derness. The entire canal walls were then 
painted with a mixture of equal parts tincture 
of Merthiolate and glycerin with the addition 
of 2 drops of oil of cloves to the ounce. Merthi- 
olate is a standard bactericidal antiseptic and 
mercury is a time-honored fungicide. Glycerin 
is hygroscopic, robbing the fungi and 
edematous tissues of fluid. It also removes 
the irritating qualities of the tincture of 
Merthiolate and promotes spread of the medi- 
cation over the surfaces. Oil of cloves pro- 
duces a local anesthesia and whether or not 
it has any fungicidal powers we do not know. 
However, we have seen no reason to delete it. 


We stumbled upon this preparation by ac- 
cident. It had been used by one of us (JABH) 
for several years as a “throat paint” (for 
those patients who expect this). Incidentally, 
it serves this purpose quite well and even 
tastes good. Metacresylacetate (Cresatin), 
coparaffinate (Iso-Par) and wicks saturated 
in aluminum acetate had produced poor or 
adverse results all too often. For the lack of 
anything else the Merthiolate “throat paint” 
was tried with gratifying results. 

After application of the Merthiolate glycerin 
combination, a fine dusting of sulfathiazole 
powder or Terramycin powder was insufflated 
over the surface. There apparently was no 
choice between the two unless a known sensi- 
tivity to one was present. A standard 2 day 
course of Gantrisin was then prescribed and 
usually a mild narcotic for comfort. The adult 
dosage of Gantrisin was 2 Gm. initially fol- 
lowed by 1 Gm. every 4 hours night and 
day. Occasionally a continuation of Gantrisin 
was warranted for an additional 24 hours, 
and occasionally a broad spectrum oral anti- 
biotic was prescribed when known or sus- 
pected “sulfa” sensitivity was present. Peni- 
cillin was never prescribed since many of 
these cases were seen in consultation as a 
result of apparent worsening following the 
usage of this antibiotic. If dry scaliness of 
the walls of the canal or the irritated allergic 
reaction of the skin externally was present, a 
cortisone preparation, such as the commercial 
Neo-Delta-Cortef ointment was applied. 
Originally an ointment containing one of the 
antihistaminic drugs was used with good re- 
sults. The cortisone preparations, however, 
have a more dramatic effect. (When a severe 
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external reaction was encountered, an oral 
cortisone preparation was prescribed.) The 
patient was then instructed to avoid water 
and trauma and return in two days. On his 
last visit before discharge, Aerosporin Otic 
Solution (Burroughs Wellcome) was _pre- 
scribed. This was to be applied as a cleansing 
agent to the canal walls with a cotton swab, 
thus preventing regrowth of the fungus. 


The average patient in our series was seen 
on 2.1 visits, averaging a 3 day interval be- 
tween visits. The spread in the number of 
visits was one to six treatments. We assumed 
that patients who failed to return for the 
second visit were cleared. 


We feel these results were quite gratifying 
particularly since pain was relieved early, 
often within 12 hours. 


We are fully aware there are numerous 
diseases of the skin of the external auditory 
canal. These include pyogenic infections, 
psoriasis, seborrheic dermatitis, neuroderma- 
titis and lupus erythematosus. 


We realize our treatment as outlined is no 
panacea. However, we are convinced that the 
otitis externa most commonly seen by the 
practicing otologist is initiated by fungi and 
will respond to the simple treatment de- 
scribed. 
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Discussion (Abstract) 


Dr. Maynard P. Smith, Richmond, Va. It is indeed 
an honor to discuss this interesting and timely paper 
by Drs. Holt and Morgan. They have presented a 
concise and practical approach to a difficult problem. 
I have not had the opportunity to test their Merthi- 
olate, glycerine and oil of cloves mixture, but will 
certainly do so on my return to Richmond. 


Before reading Dr. Holt’s paper, I took the op- 
portunity to jot down a few thoughts on this subject. 
Those that are merely a repetition of Dr. Holt’s have 
been omitted. Any subject as broad or as indefinite 
as this needs defining before discussing. Because of a 
lack of understanding of terminology or of the basic 
problem, a great deal of contradictory literature has 
been written on the subject. 

What is meant by otitis externa? It is certainly not 
a specific disease; it is better described as a syndrome, 
or a group of symptoms and signs of varying origin. 
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The term is no more specific than “dermatitis” or 
“eczema.” The ear canal is the only blind cul-de-sac 
found in the body that is lined with skin. Its diseases 
include the diseases of all the elements of the skin 
and its underlying structures, as well as the diseases 
which affect the skin generally and locally. The 
classification of otitis externa certainly includes specific 
entities. However, the most common meaning of otitis 
externa is dermatitis with or without fungal infection. 

What is meant by a “fungal infection?” One of the 
lowest vegetative structures is thallophytes. This is 
divided into two groups: algae, containing chlorophyl, 
and fungi, not containing chlorophyl. Fungi are fur- 
ther divided into yeasts, molds, and bacteria, the 
lowest form of fungi. The bacterial group has been 
well defined, classified and is relatively easy to 
identify. Usually we reserve the term fungi to designate 
a fungi not including bacteria or the higher bacteria. 

The yeasts and molds are hard to identify and grow. 
Their classification is lacking a common denominator 
and is varied. It may be by staining methods, their 
behavior, their mode of reproduction, or by many 
other means. I agree with Dr. Holt that their classifi- 
cation is beyond our ken. 


The controversy of mycotic versus bacterial infec- 
tions has often led to neglect of the host. An under- 
standing of the basic anatomy of the skin and of the 
external canal, specifically, is absolutely essential. 
Senturi and his group in St. Louis, have done much 
to add to our knowledge of the anatomy. Factors that 
lead to, or predispose, the external canal to disease 
are: (1) retention of moisture due to the architecture; 
(2) the multitude of ceruminous glands; (3) a ten- 
dency of the sebaceous glands to be blocked in this 
area; (4) poor hygiene, including accumulations of 
dirt, bacteria, fungi and wax; and (5) accessibility to 
scratching, especially with foreign objects, such as 
hairpins, etc. 

Retention of moisture as emphasized by Dr. Holt, 
is the first and foremost important cause. Also of 
great importance is the host’s make-up, and, more 
specifically, the type of skin he inherited, since some 
skins are practically immune to this disease. 

The normal flora of the skin of the external canal 


FEBRUARY 1958 


is more varied than elsewhere. Many organisms, which 
need moisture to survive, are present, i.e., the coliform 
bacteria, the Pseudomonas and the Proteus species. 
The “degerming” capacity of the skin normally is 
due to its pH, its dryness, and to the bactericidal ef- 
fect of its secretions. The surface lipids, principally 
its fatty acids, are antibacterial, especially against the 
beta hemolytic streptococcus, and much less so against 
the staphylococci and gram-negative rods and fungi. 
Oleic acid, an unsaturated fatty acid, is abundant in 
sebum and appears to be chiefly responsible for the 
destruction of the hemolytic streptococcus. Serum al- 
bumin neutralizes the antibacterial effect of oleic acid. 
Exudates, therefore, prevent the actions of the fatty 
acids, as well as desiccation. 

Many diagnostic sins are concealed under the term 
“skin infection.” The presence of pathogenic bacteria 
in a lesion does not necessarily indicate bacterial 
disease; we must separate primary from secondary 
infection and, also, separate secondary infections from 
secondary colonizations. 


The most important objective in the treatment of 
otitis externa is to provide an optimal opportunity 
for the skin to repair itself. Any local antibiotic af- 
fects only the surface bacteria and not the underlying 
or deep bacteria. The pH, or acidity of the skin of 
the canal certainly should be considered and an at- 
tempt made to return it to a more normal state. The 
moisture of the skin is important and an effort should 
be made to restore normal moisture. 


The value of cerumen has been emphasized as a 
protection against skin infections. The antifungicidal 
agents are useful. The corticosteroids have been men- 
tioned and certainly are valuable. The tranquilizers 
have also helped in many cases of neurodermatitis. 
Allergic therapy should not be overlooked. 


In summarizing, otitis externa cannot be considered 
as a single entity, but must be thought of as a 
complex problem, involving the individual and the 
external ear, as well as the offending organisms. Any 
approach directed toward correction of only one of 
these three factors will likely lead to failure. Meticulous 
attention to the toilet of the ear is the most important 
therapy. 
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Clinical Observations on Isobaric 


Spinal Anesthesia’ 


ROBERT E. BALDWIN, M.D., Chattanooga, Tenn. 


By this technic the author feels better anesthesia may be provided 


for operations on the lower extremities. 


In 1949, late in my first year as resident in 
anesthesia I began to notice a kind of in- 
completeness in some of my spinal anesthetics, 
particularly for operation about the knee. My 
technic of spinal anesthesia for lower ab- 
dominal surgery seemed quite good, but I 
wondered why that for the lower extremity 
was not dependable. I had noted many times, 
even in the cases of complete analgesia that 
the patients became quite restless or were just 
uncomfortable in a vague sort of way, and 
that this discomfort disappeared when the 
tourniquet was released. Cole! describes this 
as “tourniquet pain,” believing that the pain 
is probably caused by compression or possibly 
by ischemia of the sciatic nerve. He postu- 
lates that, since spinal anesthesia is relative 
rather than a complete interruption of nerve 
pathways, intense stimuli, as in compression 
of a large nerve trunk, may pass through the 
chemical barrier particularly when the stimuli 
may be increasing and the chemical concen- 
tration about the nerve is decreasing. A few 
times in my experience there has seemed to 
be an area about the knee where even anal- 
gesia was not complete or had worn off 
rather quickly. 

In reviewing the literature I did not find a 
single article on the subject of isobaric spinal 
anesthesia per se. Several writers spoke of it 
in other articles. Haugen and Benson,? and 
Crowder and McNulty almost employed this 
technic in vaginal deliveries. Both of these 
papers reported upon 1,000 cases of vaginal 
deliveries without any untoward results, using 
1.5 per cent Metycaine in Ringer’s solution, 
which is very nearly isobaric with spinal fluid. 
Haugen and Benson used 1.5 cc., or 22.5 mg., 
and Crowder and McNulty used 2 cc., or 30 


*Read before the Section on Anesthesiology, Southern Medi- 
cal Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


mg. of Metycaine. Neither mixed the solution 
of drug with the spinal fluid but both em- 
ployed a technic of rather rapid injection 
betweenr pains, and placed the patient im- 
mediately on her back and in a kind of 
Fowler’s position until anesthesia was com- 
plete (10 to 15 minutes). In talking to others 
I find a few frequently use an isobaric technic 
in many of their spinal anesthesias, but no 
one has written of its preferred application 
in certain cases. 

A review of the anatomy reveals that in 
the region where the solution is injected (sec- 
ond to fourth, or even fifth interspace) there 
are only nerve roots and the spinal fluid. 
The spinal cord ends at about the L-1 inter- 
space, which means that innervation to the 
knee leaves the spinal cord at about the 
level of D-10 or 11, leaving the canal at 
L-3 or 4. These roots must be bathed by the 
anesthetic solution and apparently the time 
of the bath plays some role. It therefore fol- 
lows that the nerve roots emerging at L-3 
and L4 might even be partially missed, or 
certainly not be bathed long by the solution, 
especially if it is by a type solution which 
stands in layers. 

Physics teaches us that a heavy solution 
will move to the lower level and that a light 
solution will float. Pontocaine-glucose solu- 
tion is always heavier than spinal fluid, and 
likewise procaine, or even Pontocaine dis- 
solved in spinal fluid is heavier than spinal 
fluid. Hence one may expect this layering 
effect when the solution is injected into the 
spinal canal. There may be pooling of the 
anesthetic solution in the dorsal curvature 
and perhaps some in the sacral sac. Therefore, 
we may expect more profound analgesia in 
these regions, whereas the high lumbar areas 
have less or conceivably no analgesia. This 
phenomenon is more pronounced when the 
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heavy solution is injected slowly. This prin- 
ciple is utilized in the so-called unilateral 
spinal anesthesia. 

With these facts in mind, how may we 
bathe more completely and for longer periods 
the lumbosacral nerve roots to the lower ex- 
tremities? The first thing in our favor is that 
the spinal tap is usually made at these roots, 
and unless layering occurs the roots can hardly 
be missed. The obvious answer then is a 
solution with the exact specific gravity as 
that of the spinal fluid, injected as a sort of 
“cloud-ball” into this lumbar region. It must 
be of sufficient potency and should bathe the 
roots long enough for good fixation. The 
volume should not vary much, and the 
strength of solution should theoretically serve 
to lengthen or shorten the analgesia period. 


General Technic 


(1) After the customary preparation of the skin 
followed by some cutaneous analgesic, which may or 
may not contain a vasopressor, the canal is tapped, 
preferably in the sitting position (the feet not hanging 
off the table) usually through the third interspace. 

(2) One to two cc. of a theoretically isobaric anes- 
thetic solution (1 per cent Pontocaine solution in 
saline; 4 per cent procaine, or 4 per cent Xylocaine 
in water) are placed in a 5 cc. syringe and sufficient 
spinal fluid is withdrawn to make a volume of 3 to 
$5 cc. 


(3) This mixture is shaken thoroughly and injected 
with moderate speed through a No. 20 spinal needle. 

(4) The patient is immediately placed in position 
for operation, whether supine, prone, lateral, “jack- 
knife” or other position desired. Generally the patient 
can choose a comfortable position himself. 

My clinical results have been good. I have 
used both procaine and Pontocaine, and more 
recently Xylocaine. For procaine I have found 
4 per cent in distilled water to be isobaric. 
Pontocaine, | per cent in saline, is very nearly 
isobaric, though a little heavy; Pontocaine 
crystals dissolved in spinal fluid is only a 
little heavy. 


Observations and Comments 


There is striking absence of a drop in the 
blood pressure even without the use of a 
vasopressor. Apparently the sympathetics are 
not blocked to any great extent. The position 
of the patient does not significantly affect 
the level of the spinal. Failure to attain anal- 
gesia of the knee has not been found, nor has 
“tourniquet discomfort” been observed even 
if applied for so long as two hours. I prefer 
to do most of the isobaric spinal anesthesias 
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in the sitting position, since this facilitates 
an easy tap, particularly if the feet are kept 
on the table. I have also gathered the im- 
pression that there is some factor of prolonga- 
tion of the anesthetic by this technic. Cer- 
tainly there is a slight delay in fixation, par- 
ticularly when Pontocaine is used. Epi- 
nephrine and neosynephrine prolong the 
spinal anesthesia as well as delay fixation. 


Surgical Indications 


(1) Isobaric spinal is ideal for operation 
on the lower extremities, buttocks and lower 
back. I used this technic in many patients 
having moderate to severe war wounds of 
these parts while in Korea in 1952-53. Since 
returning to private practice I have employed 
this technic for most operations upon the 
lumbar disc. These patients are put in a 
position face down on chest rolls after the 
spinal tap is done. 

(2) Transurethral prostate resections and 
other bladder operations may be done ex- 
ceptionally well with this technic since nausea 
is absent, a symptom frequently seen when 
the sympathetic nerve supply is blocked at 
too high a level. Also some bladder tone is 
preserved. 


(3) I have managed several old and risky 
patients with fractures of the hip quite well 
with this technic. Simple, gentle flexion of 
the body to a mild sitting position enables 
one to administer quickly the spinal anes- 
thetic to the patient on the stretcher or in 
bed, so he can be moved to the operating 
table in comfort. 

(4) Our surgeons prefer the “jackknife” 
position for hemorrhoid operations. A mini- 
mal dosage of the drug administered low, 
and isobarically will enable the patient to 
place himself in position after the spinal 
tap without fear of the anesthesia being too 
high. Apparently headaches are fewer since 
spinal fluid leakage theoretically is minimized 
by quickly lessening the pressure at the site 
of tap. 

(5) I have done six vaginal deliveries with 
this technic. Uterine contraction persisted 
somewhat, yet comfort for the mother pre- 
vailed. There was no fall of the blood pressure. 
Again I refer you to Haugen and Benson,” 
and to Crowder and McNulty. Ten low 
cesarean sections did well under this technic. 


(6) Inguinal and femoral hernias except 
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large ones where handling of the bowel is lower back because it puts the drug exactly 


necessary can be carried out well under this = where it should be and keeps it there. 
technic. 


5 References 
1. Cole, Frank: Pain. (Current Research) Anesth. 
I submit to you isobaric spinal analgesia 2. Haugen, John A., and Benson, , Ralph C.: Minimal Spinal 
as the technic of preference for operations on 3. in Vaginal Delivery, Mende JF: Aa Anaivels of 1000 
the lower extremities, buttocks, perineum and Cases of Low Spinal Anesthesia in Vaginal Delivery, Ann. 
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Cost of Rehabilitation in a 
Comprehensive Center: 


ODON F. von WERSSOWETZ, M.D., Gonzales, Tex. 


IT Is MY PURPOSE to discuss administrative and 
financial procedures used in certain institu- 
tions offering rehabilitation service to the 
physically handicapped. For this survey 45 
institutions were canvassed by mail; 31 re- 
plies were received. From these replies it was 
found that 11 institutions were treating out- 
patients only; the other 20 met the standards 
for classification as comprehensive rehabilita- 
tion centers for the physically disabled. 

A comprehensive rehabilitation center may 
be defined as one which provides for com- 
plete evaluation of the needs and capabilities 
of the handicapped, and then provides for 
complete rehabilitation of the disabled. 


In the early phase of the disability com- 
plete comprehensive rehabilitation provides 
prevention of permanent impairment when- 
ever this is possible. This is the fundamental 
task which makes rehabilitation an indis- 
pensable part of medical care and education. 
Complete rehabilitation also means helping 
the handicapped person to overcome to the 
greatest extent possible the obstacles which 
he must face in everyday life because of his 
disability. Rehabilitation should not and must 
not be a haphazard procedure provided or 
administered by some therapist, technician, 
or individual who happens to profess some 
knowledge of exercises and functional activi- 
ties. It must be under the supervision of a 
competent physician who is properly trained 
and qualified in this specialty. 

A comprehensive rehabilitation center 
must provide all the modern resources of 
physical medicine which offer individually 
prescribed treatments by physical, occupa- 
tional and speech therapists, together with 
rehabilitation nursing care. In addition, it 
must provide psychosocial, vocational and 
educational services to make it possible for 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fiftieth Annual 
Meeting, Washington, D. C., November 12- 15, 1956. 


oe the Gonzales Warm Springs Foundation, Gonzales, 
ex. 


the handicapped patient to develop fully his 
abilities, and to find a place in his community 
where he can live on equal terms with others. 
The end result of such a program is the 
maximal adjustment and usefulness of the 
disabled patient. 


Unfortunately, during the last few years a 
large number of so-called “rehabilitation or 
physical therapy centers” have sprung up all 
over the country. These are usually staffed 
with one, rarely with two or more physical 
therapists, and occasionally, an occupational 
therapist. These treatment clinics, as a general 
rule, have poor, improper, or no medical 
supervision. Though such clinics may have a 
place in the treatment of minor disabilities, 
they should not and must not take the re- 
sponsibility for total rehabilitation of the 
severely physically disabled patient. If they 
do so the results usually are disastrous. The 
net outcome is not only a much higher cost 
of rehabilitation but, unfortunately, the im- 
proper or delayed treatment usually means 
the development of permanent deformities 
and a higher degree of disability for the 
patient. Yet, some physicians and a great seg- 
ment of our population are confused by such 
clinics and their claims, and believe that these 
so-called “rehabilitation centers” can provide 
adequate total rehabilitation. Unfortunately, 
they appeal to some of the sponsoring agencies 
because they appear to cost less per given 
period of time. However, because of the in- 
ferior and inadequate treatment, the maximal 
improvement of the patient is delayed in- 
definitely or never reached. 


The survey of the comprehensive rehabili- 
tation centers showed that all of them favored 
a five day treatment week, leaving the other 
two days unscheduled. All centers had the 
basic philosophy that long-term patients 
should be allowed week-end passes and special 
leaves during Christmas and like holidays. 
The concensus of the medical directors of 
these centers was that they regard the pass 
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as being therapeutic in nature just as any 
other treatment procedure. It seems to be 
a highly desirable part of rehabilitation since 
it aids in the transition from a convalescent 
institution to the home environment. Passes 
also provide an opportunity for patients to 
test themselves in new situations, trying out 
their wheel chairs, braces and crutches in the 
areas where they are going to be living. 

Some centers have had difficulties with the 
sponsoring agencies or insurance companies 
who refused to pay for the period during 
which the patient was absent. The problem 
is a difficult one and it would appear that 
some argument might be sustained on both 
sides. It is obvious that there must be a dif- 
ferent approach to the financing of a rehabili- 
tation center and that it cannot be compared 
with that of a general hospital. In a general 
hospital, where there is a rather rapid turn- 
over of patients, there is no need for holding a 
bed for a patient, the per diem charge being 
so calculated as to actually account for the 
losses sustained when some of the beds are 
not in use. In rehabilitation centers the prob- 
lem is different, because the per diem is 
usually calculated on the actual cost of op- 
eration. During the patient’s absence on pass 
the bed cannot be reallocated to another 
patient, and the staff and therapists who are 
caring for such a patient cannot be dismissed 
or reassigned; therefore, it is necessary to ac- 
count for this expenditure in some way. Of 
20 centers, 75 per cent (15) grant therapeutic 
week-end passes to patients making a regular 
full per diem charge despite the fact that the 
bed is not physically occupied by the patient; 
15 per cent (3) made some allowance,—one 
center charged only half of the per diem rate, 
two charged for bed and board, but not for 
the treatment. Ten per cent of the centers 
discharged their patients for week ends and 
readmitted them if the beds were available. 
These centers, however, calculated their per 
diem rate in such a way that the monthly 
cost was identically the same whether the 
patients were in the hospital 5 days a week 
or 7 days a week. 

The charges for services in 90 per cent of 
the centers were based on a per diem cost. 
The per diem rate ranged from $16.50 for 
clinic or welfare patients to $31.00 for private 
cases. The variation in the per diem rates 
largely was due to different methods of com- 
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puting the expenses. Some per diem rates were 
all-inclusive, some provided a part of the 
treatment on a routine basis with extra 
charges for special procedures, and some cen- 
ters charged separately for all physiatric treat- 
ments and procedures, the per diem rate in- 
cluding only bed and meals. 

There were 5 centers (25 per cent) which 
charged less than $25.00, 6 centers (30 per 
cent) charged between $25.00 and $27.00, and 
7 centers (35 per cent) charged more than 
$27.00 per diem rate. The mean per diem 
rate for all centers was $25.49. 

Two centers (10 per cent) which were a 
part of a general hospital system charged 
only for their own treatments, and the hos- 
pital charged the regular rate for room and 
board. 

From this survey it was hard to conclude 
exactly what services were included in the 
per diem rate. In 50 per cent of the centers 
(10), besides the services of the physiatrist, 
the per diem rate included routine medical 
care and special consultations. It also pro- 
vided bed, meals, general and rehabilitation 
nursing care, routine medication, physical 
therapy, occupational therapy, speech therapy, 
vocational counseling, psychologic evaluation, 
social service, x-rays, dentist, recreation and, 
in some centers, schooling for children or pre- 
vocational exploration for adults. It is in- 
teresting to note that the per diem rate in 
these centers ranged from $16.50 for clinic 
patients to $31.00 flat rate. 

In 6 centers (30 per cent) the per diem 
rate, ranging from a $21.00 to $25.00 flat 
rate, included only the services of the physi- 
atrist, and treatment by physical therapy, oc- 
cupational therapy and general nursing care. 
This also included bed and meals. All addi- 
tional services and treatments were billed 
extra. 

In 4 centers (20 per cent) the per diem 
rate varied from $17.50 to $27.50, depending 
on the amount of treatment the patient re- 
ceived because each item was charged sepa- 
rately. In these centers, the physiatrist and 
consultants billed their patients directly and 
their fees were not included in the calculated 
per diem charge. 

All centers made separate charges for equip- 
ment, apparatus, braces, splints, wheel chairs, 
crutches and other devices. 
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This study brought out a trend to charge 
for physiatric treatment as such, regardless 
of the number of different therapies or 
modalities used. There was no center that 
charged for the administration of each mo- 
dality as a separate item; that is, there were 
no separate charges for infrared, diathermy, 
etc. The trend appears to be to charge by 
the period of time the treatment requires. 
The usual procedure was to charge for half 
a day if one session was required, or for a 
full day if two or more treatment sessions 
were needed. Some charged special rates for 
short treatments lasting less than one hour. 

The rate for a short session (less than one 
hour) was between $4.00 and $6.00 per treat- 
ment; the rate for a half day of treatment 
was $6.00 to $10.00 per session; and the rate 
for a full day of treatment was $10.00 to 
$17.50 per two sessions or more. 

One center based its charges on the cost 
of one therapist treating one patient one 
hour. This hourly rate was $14.19. The aver- 
age treatment time for all patients in that 
center was 0.6 of an hour or $8.51. 


Discussion and Summary 


This survey brought out interesting results 
which indicate that the comprehensive re- 
habilitation centers pursue a rather similar 
course and have uniform procedures in man- 
agement. Some of the outstanding points 
which should be emphasized are: 

(1) All agree that week-end passes are a 
therapeutic necessity for the benefit of the 
rehabilitation process of the patient and 
should be given whenever medically feasible. 

(2) The cost of week-end passes in long- 
term patients must be absorbed in the treat- 
ment cost, because the bed and the staff must 
be kept in readiness for the return of such 
a patient. The staff in all these rehabilitation 
centers is employed on a monthly basis and 
the only way the per diem can be calculated 
is to take the total monthly cost and divide 
it by the number of days. The most adequate 
way is to charge a flat rate for every day, 
including the days on pass. This plan is used 
in most of the centers. The alternate used 
is to calculate the per diem cost by dividing 
the monthly cost per number of treatment 
days. This gives a higher per diem which 
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is less fair as it tends to increase the cost 
for patients who are not allowed passes. 


(3) The mean per diem rate was $25.49, 
with the limits ranging from $16.50 for wel- 
fare patients to $31.00 for private cases. 


(4) Comprehensive rehabilitation for long- 
term patients can be provided only in ade- 
quately staffed centers which provide ade- 
quate and competent supervision by properly 
trained and qualified physicians. These com- 
prehensive centers provide all the modern 
resources of physiatric treatments and proce- 
dures and also psychosocial and vocational 
or educational services. 


(5) Long-term or severely disabied patients 
will not, as a general rule, receive adequate 
treatment in the so-called “rehabilitation or 
physical therapy centers” which are inade- 
quately staffed by one or two therapists. These 
clinics should be discouraged since they cause 
confusion in the minds of some physicians 
and in a great segment of our population. 
In the long run the so-called treatment in 
these places is more costly for a given dis- 
ability, not only financially but in time and 
the degree of recovery of the physically handi- 
capped. 

(6) This survey indicates that there is need 
for further study of the management proce- 
dures of the comprehensive rehabilitation 
centers so that a better standardization is 
obtained. 


Discussion (Abstract) 


Pr. Harriet E. Gillette, Atlanta, Ga. As we pass 
through the trial stages of development of a new con- 
cept, many and varied plans of action are formulated. 
Such was true in the field of general medicine, in which 
empiricism was the rule until the last few decades. 
Dr. von Werssowetz’s paper indicates that the cen- 
tralization of rehabilitation therapy is going through 
the same processes of trial and error, for the wide 
range of medical standards and administrative policies 
which he found indicate a need for broader survey. 

One fact seems to be apparent: the cost of rehabili- 
tation at the present time is high, far above the 
ability of the majority to pay. Is it feasible to operate 
a complete treatment facility on a private basis, should 
it be subsidized by governmental or by private agencies, 
or should it only be known as a part of a teaching 
facility? 

To date there is no answer, but in order to shorten 
the period of empiricism in policy-making, more 
realistic surveys must be made, and their results evalu- 
ated against the products of the treatment process. 

Dr. von Werssowetz is to be thanked for his efforts 
in attempting to establish a base line from which 
further studies can be made. 
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Mycotic Keratitis* 
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THOMAS E. HAGGERTY, M.D.,f and LORENZ E. ZIMMERMAN, M.D.,} 


Washington, D. C. 


The dangers of steroids and antibiotics in the local management of acute ocular inflammation are 
emphasized. There is an increasing incidence of fungal diseases in eyes treated in this fashion. 


DuRING THE PAST DECADE an increasing num- 
ber of publications have been concerned with 
the rising incidence of local and systemic 
infections caused by Candida albicans and 
species of the genus Aspergillus.'* The pre- 
vailing though not unanimous opinion is that 
the increasing use of antibiotics and cortico- 
steroid preparations is the most important 
etiologic factor. Other significant factors opera- 
tive in most fatal cases are (a) diminished 
resistance resulting from the coexistence of 
some other generalized disease process, and 
(b) a local lesion, usually in the alimentary 
or respiratory tract, which serves as a portal 
of entry for the fungus.* Just how antibiotic 
and hormone therapy exert their pathogenetic 
effect is the subject of much discussion and 
investigation. Time does not permit a review 
here, except to state that: (1) it has been 
shown experimentally that small doses of some 
antibiotics stimulate the growth of certain 
microorganisms; and (2) that the cortico- 
steroids lower resistance to local and systemic 
infections.*5 

Fungus infections of the cornea have been 
described sporadically. Recently Mitsui and 
Hanabusa® reported 4 cases in which the 
etiologic diagnosis was based on cultures of 
material obtained by corneal scraping. Two 
were caused by Aspergillus fumigatus, and one 
each by Candida albicans and a species of 
Penicillium. These 4 infections supervened 
during topical steroid therapy for iritis, den- 
dritic keratitis, phlyctenular keratitis, and 
peripheral ulcer. Two of the cases occurred 
in the authors’ own clinic in a series of 698 
patients treated with topical cortisone for 


*Read before the Section on Ophthalmology and Otolaryn 
gology, Southern Medical Association, Fiftieth Annal Meeting, 
Washington, D. C., November 12-15, 1956. 

From the Registry of Ophthalmic Pathology, Armed Forces 
Institute of Pathology, Washington, D. C. 

+Formerly Head Fellow in Ophthalmic Pathology; present 
address: 800 West Broad Street, Falls Church, Va. 

tPathologist, Central Laboratory for Pathologic Anatomy and 
Research, Veterans Administration, AFIP. 


more than one week, an incidence of 0.3 per 
cent. Mitsui and Hanabusa also reported that 
fungi were present in the conjunctival sac in 
67 per cent of 63 patients on cortisone therapy 
while the incidence was only 18 per cent in 
65 control patients. When 18 of the control 
patients were given hydrocortisone, fungi ap- 
peared in the conjunctival sac of 9. These 
authors also cited Tanaka’s work which indi- 
cated that the frequency of Candida in the 
conjunctiva of patients receiving only broad 
spectrum antibiotics was no greater than in 
patients used as controls. 

More recently Ley and Sanders’ reported 
3 cases of fungus keratitis and endophthal- 
mitis following topical applications of steroid- 
antibiotic combinations. In each case the eye 
was enucleated and the diagnosis made only 
after histopathologic examination. In both 
articles*?7 the authors concluded that there 
was a causal relationship between the topical 
application of steroids or antibiotic-steroid 
combinations and the development of the 
mycotic infection. Subsequent experimental 
work by Ley supported this thesis, since cor- 
tisone increased the incidence of fungus kerati- 
tis by A. terreus, A. fumigatus, C. albicans, 
and Allescheria boydii to a level 4 times that 
of the controls.5 Ley also found that oxy- 
tetracycline therapy enhanced the severity of 
Candida albicans keratitis in immature rab- 
bits. 

Before these papers appeared we had ob- 
served in the material submitted to the Armed 
Forces Institute of Pathology an apparent in- 
crease in the number of cases in which perfo- 
rating corneal ulcers and post-traumatic vitre- 
ous abscesses were caused by fungi. Therefore, 
a review of all such cases in the Registry of 
Ophthalmic Pathology was made, but in this 
paper we will deal only with the corneal in- 
fections. 
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The first case of keratomycosis recorded in 
the Registry was received in 1933. From that 
time until 1952, the year topical steroid ther- 
apy came into widespread use, there were 
only 2 more cases (Table 1). During the 3 
year period, 1952-1954, 5 cases were diagnosed, 
and in the 21 months from January I, 1955, 
through September, 1956, 8 additional cases 
have been encountered. Thus, more than 4 
times as many cases of keratomycosis have 
been recognized during the last four and 
three-quarter years as in the preceding 19 
years! Fungus infections of the cornea ac- 
counted for one in every 11,329 cases con- 
tributed to the Registry in the presteroid 
period; since then the ratio has risen to 1:777 
(Table 1). 

These figures, though impressive, are diffi- 
cult to evaluate. Only during recent years 
have pathologists in general become inter- 
ested in the histologic demonstration of fungi. 
Furthermore, the development of highly sensi- 
tive, yet practical, staining technics, such as 
the Gridley and Gomori,*:* now makes it pos- 
sible to identify fungi in inflammatory lesions 
where they are easily missed or impossible to 
detect by hematoxylin-eosin staining. We be- 
lieve that the diagnosis of keratomycosis would 
have been missed in several of the more recent 
cases had it not been for our heightened in- 
terest in fungal infections and for the routine 
employment of these special staining technics 
in the study of ulcerative corneal lesions in 
our laboratory. The possibility that in earlier 
years some cases of mycotic keratitis may have 
gone undiagnosed is being investigated. In 
that study the incidence of severe corneal in- 
flammation and the frequency with which 
such inflammations are caused by fungi are 
being determined in 2 samples of 1,000 con- 
secutive eyes, one received in 1940-1941, the 
other in 1953-1954. 


TABLE 1 


CASES OF KERATOMYCOSIS IN THE REGISTRY 
OF OPHTHALMIC PATHOLOGY 


Period Number of Cases Incidence* 
1933-1951 3 1: 11,329 
1952-1954 51 1: 777 
1955-19567 8 § 


*Based on total cases received in the Registry during time 
interval indicated. 
tincludes only those cases recognized through September 
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Etiology and Pathogenesis 


Causative Fungi. In most cases of mycotic 
keratitis recently encountered taxonomic clas- 
sification was not possible because the diag- 
nosis was based entirely upon histopathologic 
observations. Although generic identification 
may be made from tissue sections, it is often 
presumptive. To determine the species it is 
necessary to evaluate cultural characteristics. 
Such complete identification was made in 3 
of the cases studied by Mitsui and Hanabusa,® 
who reported 2 infections caused by Asper- 
gillus fumigatus, and one each by C. albicans 
and Penicillium sp. In none of our cases was 
a cultural diagnosis established, but in 14 the 
branching septate mycelia were considered 
consistent with those of an aspergillus. How- 
ever, many of these identifications are ques- 
tionable because the morphologic features of 
the fungi were so often altered by their un- 
favorable environment in the inflamed cor- 
neas. In 2 eyes, both from patients with 
diabetes mellitus, budding yeast forms char- 
acteristic of Candida species were present. 


An attempt to establish an etiologic diag- 
nosis before enucleation was made in only one 
case, in which culture yielded Staphylococcus 
albus, a common skin contaminant. It is un- 
fortunate that a search for a specific mycotic 
agent was made in none of our cases, for the 
fungi are almost constantly present in and 
about the ulcer and are easily obtained by the 
clinician who makes the effort to establish an 
etiologic diagnosis. It is apparent from the 
histories submitted with these enucleated eyes 
that the entire medical effort was directed 
toward treatment at the expense of etiologic 
diagnosis. 

Predisposing Corneal Lesions. Just as most 
serious systemic mycoses are superimposed 
upon some other pre-existing disease, so kera- 
tomycosis in these cases represents a complica- 
tion of a variety of other ocular diseases. 
While Ley and Sanders were impressed by the 
uniformity of the clinical setting in their 3 
cases, we, on the other hand, have been 
struck by the diversity of underlying ocular 
lesions. Their patients were farmers who sus- 
tained superficial corneal injuries by vegetable 
matter and were then treated with cortico- 
steroids and antibiotics. In 8 of our 16 cases 
keratomycosis occurred after some type of cor- 
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TABLE 2 


OCULAR LESIONS UPON WHICH MYCOTIC 
KERATITIS WAS SUPERIMPOSED 


Corneal trauma 8 cases 
by vegetable matter 
by wire while bailing hay 
by granite dust 
by unknown type of foreign body 
by hot cigar ashes 
by hot sparks 


Corneal ulcers 5 cases 
chronic exposure keratitis 
due to facial paralysis 
Mooren’s ulcer and glaucoma 
serpiginous ulcer 
central ulcer 


(one of these patients 
was diabetic) 


Glaucoma with bullous keratopathy 2 cases 
(one of these patients 
was diabetic) 


No history received 1 case 


neal trauma, but in only 3 was the trauma 
produced by vegetable matter. Seven of the 
remaining ¢ patients gave no history of trauma 
(Table 2). Four had glaucoma with bullous 
keratopathy or a corneal ulcer. Two of these, 
both diabetics, were the only patients with 
Candida infections. A comparable diversity 
in the clinical setting of Mitsui and Hana- 
busa’s cases has already been cited. 
Antibiotic and Corticosteroid Therapy. The 
records of 10 of the 13 cases of keratomycosis 
received by the Registry since 1952 were ade- 
quate for evaluation of specific treatment 
(Table 3). In 7 cases corticosteroids were em- 
ployed in combination with an antibiotic. In 
2 cases antibiotics were used without a corti- 
coid. Because of the multiplicity of pharma- 
ceutical preparations employed, no one agent 
or combination could be implicated as a causa- 
tive factor. Neither corticoids nor antibiotics 
were used in one case in which bullous kera- 
titis complicated glaucoma. That fulminant 
keratomycosis developed and progressed in 7 
of our cases in spite of combined antibiotic- 


TABLE 3 


TREATMENT EMPLOYED IN CASES OCCURRING 
IN “CORTICOSTEROID ERA” 


Cases 
Steroids and antibiotics 7 
Antibiotics only 2 
Steroids only 0 
No steroid, no antibiotic 1 
No history available 3 

13 


corticosteroid therapy emphasizes the absence 
of antifungal effect and the potential danger 
of such treatment. 


Case Reports 


We have been impressed by the variety of 
lesions which may be complicated by a fulmi- 
nant keratomycosis. Three cases have been 
selected to illustrate this point. 


Case 1. (AFIP Acc. 687652) A 66 year old white 
woman, with diabetes of many years duration, had 
repeated vitreous hemorrhages and secondary glaucoma. 

In July, 1953, iridencleisis was performed and she 
received cyclodiathermy repeatedly. Bullous keratitis 
developed and it did not respond to treatment with 
Diamox, sodium chloride ointment and epinephrine 
bitartrate jelly. However, there was no sign of infec- 
tion; the bullae would rupture and heal with patching. 


On December 6, 1954, she was given Terramycin 
ointment because of many ruptured bullae. When 
seen again she had an intracorneal abscess “in spite 
of the fact that she was on Terramycin ointment three 
times a day.” Her medication was then changed to 
penicillin and streptomycin ointment 5 times a day, 
and cortisone morning and night. The eye remained 
painful and the abscess became larger, although the 
diabetes remained “fairly well controlled.” Enucleation 
was performed on December 21, 1954. 


Microscopic examination (Fig. 1) of the enucleated 
eye reveals the limbal tissues to be diffusely infiltrated 
with chronic inflammatory cells. A pannus invades 
the cornea. Much of the thinned and irregular corneal 
epithelium has been elevated from Bowman's mem- 
brane. Newly formed blood vessels lie beneath the 
epithelium. In the central area, epithelium and Bow- 
man’s membr: Xe are absent. The superficial half of 
the stroma is intensely infiltrated with polymorpho- 
nuclear leukocytes. In the ulcer crater and adjacent 
corneal stroma there are a number of yeast-like fungi 
with pseudomycelia and budding forms morphologi- 
cally consistent with Candida albicans (Fig. 2). A 
limbal scar on one side contains degenerated iris tissue. 
Descemet’s membrane is interrupted centrally and 
separated from the stroma over a wide area. Here the 
inflammatory cells have infiltrated the deeper corneal 
lamellae. The anterior chamber contains sanguino- 
purulent exudate, especially along the posterior surface 
of the cornea; a few fungal forms are found in this 


FIG. 1 


(Case 1) Extensive bullous keratopathy complicated by an 
acute central ulcer and hypopyon. (H & E, X 10.) 
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(Case 1) Budding yeasts and pseudomycelium, probably a 
species of Candida, deep in corneal stroma and invading 
anterior chamber. (Gridley fungus stain, X 350.) 


exudate. The chamber angle is closed by peripheral 
anterior synechiae. The iris leaf is densely infiltrated 
with chronic inflammatory cells. A membrane is present 
in the pupillary area, a sanguino-fibrinous exudate in 
the posterior chamber, and a few red blood cells and 
leukocytes in the rather fibrillar anterior vitreous. 
Choroidal scarring and degeneration and gliosis of 
the peripheral retina are seen at the site of cyclodia- 
thermy. There is glaucomatous cupping of the nerve 
head. 

Case 2. (AFIP Acc. 740921) Paralysis of the right 
side of the face of a 47 year old white man developed 
after an automobile accident in 1932. He was unable 
to close the right eye completely. 

When seen by an ophthalmologist in 1951, he had an 
exposure keratitis and a central corneal ulcer. Between 
1951 and 1956 there were many recurrences, the ulcers 
being treated with numerous preparations including 
normal saline, atropine, sulfonamide locally, neomycin, 
polymixin, and steroids. These ulcers would last a 
few weeks and then heal. When the steroids were 
first used in combination with antibiotics, there was 
dramatic improvement. However, on January 14, 1956, 
a recurrent ulcer did not respond to this therapy and 
enucleation was performed on February 15, 1956. The 
corneal ulcer perforated during enucleation. 

Histopathologic examination of the enucleated eye 
revealed marked irregularity of the cornea, areas of 
intense leukocytic infiltration, and a central area of 
perforation (Fig. 3). Adjacent to the central perforat- 
ing ulcer, the corneal epithelium shows marked thick- 
ening and the formation of a broad inflammatory 
pannus. In the deeper layers of the central cornea 
there is a moderately heavy growth of a fungus which 
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(Case 2) Acute necrotizing keratitis with corneal perforation. 
The causative fungi are faintly visible in this routine hema- 
toxylin-eosin stained section (X 220). 


is believed to be a species of Aspergillus. The fungus 
grows as a septate mycelium without formation of 
spores (Fig. 4). A thin layer of purulent exudate is 
present in the shallow anterior chamber and the iris 
is diffusely infiltrated by leukocytes. Fragments of lens 
are seen behind the iris. Congestion of the choroid 
and retina are observed in the posterior segment. 


Case 3. (AFIP Acc. 700848) A 36 year old white 
man got some granite dust in his right eye on March 
8, 1955. He developed a corneal ulcer which was fol- 
lowed by secondary glaucoma. The ulcer continued to 
spread despite the use of intramuscular penicillin, 
oral Diamox and topical application of sodium sulfa- 
cetamide, several drugs of the tetracycline series, corti- 
sone, neomycin, polymyxin, atropine, and pilocarpine. 
Twenty-five days after the injury a conjunctival flap 
was pulled over the ulcer but hypopyon developed. 
Paracentesis and irrigation of the anterior chamber 
were performed on April 6, 1955. The eye remained 
stony hard and it was enucleated the following day. 


Microscopic examination of the enucleated eye re- 
veals a large central area of ulceration in which the 
epithelium, Bowman's membrane, and the superficial 


(Case 2) Branching septate mycelium of the fungus, prob- 
ably a species of Aspergillus, within the corneal lesion. 
(A) Gridley fungus stain (X 500); (B) Gomori methena- 
mine silver stain (X 440). 
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FIG. 5 


(Case 3) Bread central corneal ulcer greatly reduces the 
thickness of the corneal stroma. A fibrinopurulent exudate 
fills the anterior chamber. (H & E, X 10.) 


stromal fibers are destroyed (Fig. 5). All layers of the 
stroma are infiltrated by polymorphonuclear leukocytes, 
most intensely in the central area. In this same dis- 
tribution are seen branching septate mycelial forms 
of a fungus believed to be a species of Aspergillus 
(Fig. 6). The anterior chamber is filled with fibrino- 
purulent exudate. The iris is acutely inflamed and 
hemorrhagic pustules have formed beneath the pig- 
ment epithelium. A small amount of purulent exudate 
is present in the vitreous. 


Summary of Histopathologic Observations 


These cases of keratomycosis are character- 
ized by an acute necrotizing and suppurative 
inflammatory process which causes progressive 
ulceration, usually in the central cornea. As 
the lesion advances into the deeper stromal 
layers, it is temporarily arrested by Descemet’s 
membrane. A layer of exudate often accumu- 
lates between Descemet’s membrane and the 
deepest stromal fibers. A descemetocele may 
form. Even before Descemet’s membrane is 
perforated, purulent exudate accumulates 
within the anterior chamber, especially on the 
endothelium subjacent to the ulcer. This may 
be a sterile hypopyon chamber. Occasionally, 
especially after corneal perforation had oc- 


FIG. 6 
- 
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(Case 3) Filaments of a branching septate fungus are seen 
throughout all levels of the corneal stroma. (Gomori 
methenamine silver, X 130.) 
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(Case 2) The fungus has grown along Descemet’s mem- 
brane and perforated it to enter the anterior chamber. 
(Gomori methenamine silver, X 85.) 


curred, the entire anterior and posterior cham- 
bers become filled with exudate in which 
large numbers of fungi may be present. In 8 
of our 16 cases the fungi had extended into 
the anterior chamber, and in most of the 
others mycelial forms were present down to 
and in Descemet’s membrane (Fig. 7). The 
number of fungi present within the ulcer and 
the degree to which they have permeated the 
adjacent viable cornea varies considerably. 
However, they are usually demonstrable with- 
in the exudate which fills the ulcer crater and 
in the margins of the ulcer. This suggests that 
it should be possible to establish the diagnosis 
of keratomycosis by appropriate staining*.® 
of smears and culture of exudate obtained by 
corneal scraping,>»!° a procedure recommended 
in all recalcitrant ulcerative keratitides. 

Varying degrees of reactive iridocyclitis are 
observed and a fulminant purulent endoph- 
thalmitis is sometimes seen. Although the 
progressive corneal infection and the asso- 
ciated intraocular inflammation are the main 
causes for enucleation, secondary glaucoma 
incident to the exudate clogging the filtration 
apparatus is another complication leading to 
enucleation. In our 16 cases the eye was known 
to be soft in 5 instances and glaucomatous in 
6 others at the time of enucleation. 


Discussion 


There is abundant evidence that serious 
visceral mycoses caused by species of Candida 
and Aspergillus have been seen with increas- 
ing frequency since the advent of antibiotic 
and corticosteroid therapy. There is also some 
evidence that corneal and intraocular infec- 
tions by these fungi are increasing. The poten- 
tial danger of mycotic superinfections of cor- 
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neal lacerations, erosions, bullae, and of 
chronic ulcers should be considered, especially 
when such lesions are being treated with an 
antibiotic-corticoid preparation. Whenever a 
corneal inflammatory process seems to be pro- 
gressing in spite of such therapy, the possibil- 
ity of keratomycosis must be considered. Ap- 
propriate diagnostic procedures, including at- 
tempts to demonstrate fungi by smears and 
cultures, should be employed. Material for 
such studies should be obtained by scraping 
the cornea, since simple swabbing may yield 
nothing even though the infection is obvious.® 
The laboratory should be advised that fungus 
infection is a possibility so that the proper 
staining and mycologic technics will be em- 
ployed. These yeasts and molds are easily 
missed, or dismissed as contaminants, if lab- 
oratory personnel are not forewarned that 
the clinician suspects a Candida or Aspergillus 
infection. 

In our opinion, the clinical diagnosis of a 
corneal mycosis is important, for it demands 
immediate withdrawal of all antibiotic* and 
corticoid preparations. These agents certainly 
possess no proved therapeutic effect against 
Candida and Aspergillus infections and there 
is the very distinct possibility that they some- 
how enhance the pathogenicity of these fungi. 

Much research is being directed toward the 
development of effective antifungal prepara- 
tions. One such agent, nystatin,** prepared 
for oral use, is unstable when in solution or 
in suspension as an ointment. The sterile 
lyophilized powder may be diluted for topical 
use on the cornea. The increasing recognition 
and reporting of keratomycosis will stimulate 
the development of more effective prepara- 
tions for ophthalmic use against these fungus 
infections. 


Summary 


An increase in the number of serious fungus 
infections of the cornea has been recognized 
during the last few years. Presumably this is 
an actual rather than an apparent increase. 
It is also presumed, though not definitely 
proved, that the increased incidence of mycotic 
keratitis is related etiologically to the wide- 
spread practice of using antibiotic and corti- 


*Except those designed specifically for antifungal use. 
**Manufactured by E. R. Squibb & Co. 


FEBRUARY 1958 


costeroid preparations in the treatment of a 
great variety of ocular diseases. 
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Discussion (Abstract) 


Dr. James H. Allen, New Orleans, La. 1 should 
like to compliment Drs. Haggerty and Zimmerman 
for an excellent paper again calling our attention to 
the increasing importance of mycotic infections in 
ocular disease, and again emphasizing the necessity 
of adequate determination of causative factors in cases 
of infectious diseases of the eye. 


In the introduction to Axenfeld’s textbook of 
“Bacteriology of the Eye” we find the following state- 
ment, “as bacteriological apparatus is to be found in 
every modern ophthalmic hospital, we can expect that 
in the future every young oculist will find opportunity 
during his time as assistant for the necessary work. 
Such men will never dispense with clinical bacteriology, 
for it is the aim and pride of the modern surgeon to 
determine the origin of the disease with which he has 
to deal, and to use every possible care in his treat- 
ment.” Even though the last edition of the book was 
published in 1908 this statement is even more pertinent 
today than when it was written because today we 
have drugs which, when properly applied, are capable 
of producing miraculous cures but when used indis- 
criminately are equally capable of producing mirac- 
ulous disasters. 


When I returned from the A.M.A. Meeting last 
spring the resident on ocular pathology informed me 
that he had just completed examining sections of an 
eye with mycotic keratitis similar to the cases pre- 
sented by Drs. Sanders and Ley. 


The eye had been enucleated by Dr. F. D. Switzer 
of McAlester, Oklahoma, and sent to us with the fol- 
lowing history: A 52 year old white farmer was seen 
by a local physician on December 1, 1955, 24 hours 
after having been struck in the right eye by a twig. 
There was a corneal abrasion with conjunctival in- 
jection and purulent discharge. On December 3, after 
treatment with 2.5 per cent hydrocortisone suspension 
and 1,200,000 units of penicillin the abrasion was 
healed but there was a localized clouding of the 
corneal stroma and a small hyphema. The hydrocorti- 
sone and penicillin was continued. On December 14, 
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when seen by Dr. Switzer, there was an ulcer at the 
site of the abrasion and a severe hypopyon had de- 
veloped. A culture for bacteria made at this time re- 
vealed hemolytic staphylococci. The cortisone was dis- 
continued and after sensitivity tests the antibiotic 
therapy was changed to Erythromycin 250 mg. every 
4 hours and neosporin drops. The eye improved, the 
ulcer healed, and the patient was discharged on De- 
cember 24. Four days later, however, he returned 
with a recurrence of the hypopyon and an ulcer in- 
volving three-fifths of the cornea. In spite of resump- 
tion of the previous therapy the eye deteriorated rap- 
idly and was enucleated on January 16, 1956. The thin 
cornea ruptured during enucleation. 

Microscopic examination of the sections showed an 
extensively ulcerated cornea which had _ perforated, 
apparently just prior to fixation. In general the lesions 
were very similar to those described today and by 
Sanders and Ley. So it is not important to repeat these 
in detail. However, I would like to emphasize that 
the mycelial forms were recognized by our resident 
on hematoxylin and eosin stained sections and that 
they were abundant on the surface of the ulcer. 


The lesson to be derived from this is that routine 
bacteriologic cultures are insufficient for a diagnosis 
in these cases. Unfortunately, I must admit that the 
basic fault lies in the lack of stress of this point in 
our training programs. Thus we must emphasize that 
for adequate diagnosis one must make scrapings and 
examine them at least under Gram stain in addition 
to making culture studies for both bacteria and fungi. 
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Another and equally important point is that the 
steroid drugs as yet have no place in the treatment of 
acute infectious diseases of the cornea. For, although 
they may make the patient more comfortable, their 
suppression of the local defense mechanisms permits 
extensive damage to the cornea by the organisms, 
toxins or enzymes, 

Another point that requires repeated emphasis is 
that the antibiotics are actually very specific and 
selective drugs showing variable effects on different 
strains of the same species of organism. In addition 
they may actually supply necessary growth substances 
for some organisms and enhance the virulence of 
some. Therefore, in the great majority of cases these 
drugs should be used only after testing with the 
specific causative agent. 

Finally, one needs to mention only for condemna- 
tion the diabolically deceptive, unwarranted and un- 
necessary combinations of steroid and antibiotic drugs 
for ocular infections. 

For the treatment of fungal infections in addition 
to nystatin, which is effective in some but not all 
fungal infections, one may obtain some benefit by 
the oral administration of sodium iodide in doses of 
1 grain per 10 pounds of body weight three times a 
day. In local or superficial infections, local heat therapy 
with the thermaphore, local cauterization with tincture 
of iodine and the local application of one-eighth per 
cent copper sulfate drops have at times proven val- 
uable. 
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Congenital Syndactylism of Fingers’ 


J. HIRAM KITE, M.D., Atlanta, Ga. 


The author describes his methods of treating syndactylism of the fingers. 


SYNDACTYLISM OF THE FINGERS is the most 
frequent congenital deformity of the upper 
extremity. Webbing of two or more fingers is 
a physical and psychologic handicap, which 
exists throughout life if not corrected by 
surgery. 
Statistics 

According to Davis and German! one baby 
in every 2,000 to 2,500 births is born with 
webbed fingers. One hundred and seventy 
children with some type of congenital de- 
formity of the arm and hand have been 
admitted to the Scottish Rite Hospital for 
Crippled Children. These make up 1.3 per 
cent of the total admissions. Eighty-six, or 50 
per cent of these had syndactylism of the 
fingers and are the basis of this paper. 

Statistics show that webbed fingers occur 
twice as frequently in boys as in girls. Davis 
and German report from the literature an 
incidence of 63 per cent for ‘males and 37 per 
cent for females. In their own series of 50 
cases, 68 per cent were males and 32 per cent 
females. MacCollum’s* 73 cases had a ratio of 
66 per cent males to 34 per cent females. In 
this series of 86 cases there were 53 males (63 
per cent) and 32 females (37 per cent). 


There were 41 unilateral and 45 bilateral 
instances of syndactylism in the present series. 
Of the unilateral cases, 16 were on the right 
and 25 on the left. No explanation is offered 
for the greater number on the left. This same 
predominance of the left side is found in con- 
genital clubfeet and several other orthopedic 
conditions. If the bilateral instances are 
added to the unilateral ones, the right hands 
were involved in 61 cases and the left hands in 
70, or 131 hands with syndactylism. MacCol- 
lum found that 48 per cent of his cases were 
bilateral. In the present series 52 per cent 
were bilateral. 


The fingers were about normal in appear- 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fiftieth Annual Meet- 
ing, Washington, D. C., November 12-15, 1956. 


ance in some of the cases, while there were 
many bizarre deformities in others. The classi- 
fication given by Davis and German is prob- 
ably the most usable. When the phalangeal 
bones are normal, the type is “simple.” When 
they are abnormal in size, shape, number and 
arrangement, the type is “complicated.” In 
this series the fingers were about normal in 
appearance in 45 cases; they were complicated 
in 41 patients. 


Syndactylism varies in the degree of de- 
formity. In some there is a loose web of skin 
extending only part of the way to the end of 
the fingers (Fig. 1). In others the union ex- 
tends to the end of the fingers (Fig. 2), and in 
still others the fingers are so tightly joined 
together that it is difficult to recognize the 
mass as two fingers. In some the nails have 
fused, and in a few the distal phalanges are 
united by solid bony union. In an occasional 
case the entire shaft has fused and there is a 
common tendon for the two fingers, as well as 
a common blood and nerve supply. In a few 
rare cases the thumb and all the fingers were 
fused into one mass with one curved, irregu- 
lar nail for the thumb and all the fingers. 

Syndactylism varies as to the number of 
fingers involved. Barsky® says the webbing is 
most frequent between the middle and ring 
fingers, when only two fingers are fused. My 
series shows no great difference in the fre- 


A 


(A) Syndactylism of 4 fingers showing various degrees of 
fusion. The union between the index and middle fingers 
was separated by the use of a dorsal flap and whole thick- 
ness skin grafts, and the web between the ring and little 
fingers was separated by a Z plastic on the web. (B) The 
web between the middle and ring finger was separated at a 
later operation. (C) Only one side of a finger is operated 
upon at a time to avoid damage to the circulation. 


FIG. 1 
a B c 
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FIG, 2 


The thumb and index fingers were missing on the right and 
the entire hand on the left. Only one finger could be sepa- 
rated on the right because there was only one tendon at- 
tached to the little finger, for the last two fingers. The 
fourth metacarpal was also absent. Separation of the fourth 
from the fifth would have been useless. 


quency. The most common finding is the 
webbing of only two fingers. The index and 
middle fingers were fused 13 times, the middle 
and ring fingers 15 times, and the ring and 
little fingers 17 times. The thumb was fused 
to the index finger and other fingers in 4 
cases. When 3 fingers were fused, the index, 
middle and ring fingers were fused 4 times, 
and the last fingers 5 times (Fig. 6). In 8 cases 
all 4 fingers were fused together like a 
“mitten.” 

Syndactylism is frequently associated with 
deformities in other parts of the body. In 53 
cases the following deformities were present: 
14 had syndactylism of the toes; 10 had club- 
feet; 2 had congenital metatarsal varus de- 
formities; 4 presented annular grooves of the 
extremities; 4 were born with harelip and 
cleft palate; 3 showed severe deformities of 
the face; 3 had extra fingers; 3 had extra toes; 
4 had an absence of one or more toes; 3 were 
mongolians; one had a loss of the other hand; 
one, a radioulnar synostosis; and one each 
presented deformities of the ribs, hips, and 
ulna. 


Etiology 
The etiology cannot be stated with any de- 
gree of exactness. The major deformities, like 
the loss of a part of the arm or the entire arm, 
is probably due to an accident in the develop- 
ment of the limb and is not inherited. A 
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minor deformity like syndactylism is probably 
a mutation and is inherited. 


Inheritance 


Eighteen of the 86 patients had parents or 
grandparents with syndactylism, an inheri- 
tance of 21 per cent. Davis and German found 
this in 16 per cent of their cases. Straus* 
found the mendelian dominant group to be 
the most common. Inheritance followed the 
mendelian law of dominance in 14 cases or 16 
per cent of my series. Syndactylism could be 
traced back 4 generations in 5 families, 2 gen- 
erations in 4 families, and one generation in 5 
families. One father, with syndactylism for 
the first time in his family, had 11 children, 4 
of whom had syndactylism. (I separated the 
fingers of all four.) Three of these have mar- 
ried and I have separated the fingers of the 
first baby for each of these three. It was bi- 
lateral in all seven patients, and involved the 
last two or three fingers in each. 


In 4 families the inheritance followed re- 
cessiveness. The grandfather or grandmother 
had syndactylism, but the parents had normal 
hands. 

There were deformities of some kind in 33 
of these families, 7 having webbing of the toes 
without webbing of the fingers. One mother 
with webbed toes only, had a son and daugh- 
ter with webbed fingers. Polydactylism was 
also a frequent finding in these families. Since 
syndactylism occurs twice as frequently in 
males, the males are more apt to inherit it. It 
has been said that the female is less likely to 
transmit this condition, but in this series the 
number transmitted by the father and mother 
was exactly the same. 


Treatment 


Historical development. In the earliest 
times the web was simply divided, but scar 
tissue forming across the commissure made 
this procedure unsatisfactory. Rudtorffer, in 
1801, made a tunnel at the base of the web 
from the dorsal to the palmar aspect, and 
drew a lead thread through to keep it open. 
Velpeau modified this by suturing the edges 
of the skin along each finger after division of 
the web down to the tunnel. Zeller, in 1810, 
introduced the flap method to line the com- 
missure. This was a triangular flap drawn 
between the fingers and sutured to the palm. 
Because of the tendency of the tip of the flap 
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to slough, Dieffenbach used a quadrilateral 
flap. Norton, in 1881, used two triangular 
flaps, one from the dorsal and one from the 
palmar surface, and crossed these between the 
fingers. 

Didot and Diday, independently, in 1850, 
described a method for covering the denuded 
area on the separated fingers by using a flap 
of skin from the other finger. Nelaton de- 
scribed a similar procedure in 1884. Unless 
the skin was very loose between the fingers 
there was not enough skin to cover the fingers. 
Agnew, in 1883, modified Zeller’s operation 
by carrying the incision for the flap from the 
base of the web to the end of the finger. These 
earlier procedures have been modified by 
Felizet, Bidwell, Faniel, Tubby, Radulesco, 
Villechaise, Stone, and others. 


Separation of the fingers is not as simple as 
drawings would lead one to believe. Some- 
times it is necessary to operate several times to 
get a good result. 

Age. If the fused fingers are of unequal 
length, as when the fourth and fifth fingers 
are fused to the ends, they should be separated 
early to permit growth of each finger. This 
may be done at six months of age. If they are 
of the same length, the operation may be post- 
poned until the child is several years old. 
Davis and German recommend waiting until 
the child is six or seven years old. They found 
that if the operation was done earlier, it was 
nearly always necessary to operate again later. 
As a rule I have been pleased with the early 
operations, and have done many under a year 
of age. 


Some cases show a web only slightly higher 
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FIG. 3 


A B 


(A) This boy (aged 9) had webbing of the last 3 fingers with 
flexion contractures. The third and fourth fingers were 
separated by use of a dorsal skin flap and whole thickness 
skin grafts with a good result. (B) The fourth and fifth 
fingers were separated and the denuded surfaces covered 
with an inlay skin graft, extending from the tip of one 
finger to the commissure and up to the tip of the other 
finger. The edges of the incisions formed slight keloids and 
contracted, not giving a good result. 


in its attachment than the normal web be- 
tween the fingers. This may interfere only in 
playing the piano or in fitting gloves. If it 
extends to the proximal interphalangeal joint 
it becomes a physical handicap. This web can 
best be treated by the use of the Z incision 
with transposition of the flaps (Fig. 1). An 
incision is made along the rim of the web be- 
tween the fingers and the web separated into 
two leaves. The arms of the Z extend from 
the end of the incision to the base of the 
fingers on the dorsal and palmar surfaces and 
the flaps reversed and sutured into place. 
When the fingers are fused to the ends, the 
key to the success of any operation is the 
formation of a satisfactory commissure be- 
tween the fingers. A useful method is to raise 
a long dorsal flap (Fig. 3, A). After the fingers 


FIG. 4 


A 


(A) Sister to boy in figure 3. Her fingers were separated by straight incisions in the natural depressions between the fingers 
and then by a dorsal skin flap and whole thickness skin grafts. (B) This straight scar contracted, producing a flexion con- 
tracture of the ring finger. This required a second operation to remove the contracting band; a diamond shaped whole thick- 
ness skin graft was placed to break the straight pull and thus relieved the contracture. 
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FIG. 5 


(A and B) Fusion of last 3 fingers in 18 mo. old baby. (C) The third and fourth fingers have been separated, showing dress- 
ings used. Photograph was made as the finger was being dressed for the first time at the end of one week. A sponge placed 
between the fingers separates them comfortably; a circular dressing bound the fingers together. (D) Gauze was wound around 
the fingers over two layers of vaseline gauze; a strip of gauze was placed in the commissure for pressure. (E) The fingers im- 
mediately after the removal of the dressings. The palmar skin flap can be seen covering part of the commissure. A dorsal flap 
was also used. Just distal to the palmar flap can be seen the whole thickness skin graft used. The remainder of the denuded 
areas on the side of the fingers were closed by zigzag flaps. (F and G) The skin was loose enough on these fingers for carefully 
planned flaps to fit together and completely close the wounds without tension. The zigzag line breaks up a straight pull and 


prevents a contracture. 


have been separated, the flap is drawn for- 
ward across the commissure and sutured to the 
skin of the palm. This is probably done best 
by the pantaloon method as described by 
Bunnell.’ A pointed volar flap is raised to fit 
into the notch, thereby avoiding a suture line 
paralleling the web. The alternate method is 
to raise a triangular flap from the dorsal and 
another from the volar surfaces of the fingers, 
extending from near the proximal inter- 
phalangeal joints to the base of the fingers. 
The dorsal flap is the larger. The two flaps 
are drawn through the commissure and 
sutured side by side in the form of a Z (Fig. 5). 

In the earlier cases in this series the skin was 
divided in the natural depression between the 
fingers. This was followed by contractures of 
the suture line and keloid formation (Fig. 4). 
To avoid this, zigzag flaps of skin are cut on 
both volar and dorsal surfaces (Fig. 5). It is a 
little difficult to make these fit accurately into 
each other. In separating the third and fourth 
fingers the volar interphalangeal creases are 
on the same level, and the flaps are cut at 
about an equal distance apart. 

When the fourth and fifth fingers are to be 


separated, the volar creases are at different 
levels. Here an effort is made to take the flap 
of skin from the other finger opposite the 
volar crease, so as to prolong the skin at the 
joint level. This is easy to plan on the volar 
surface. Two needles are then inserted from 
the palmar to the dorsal surface to form 
guides for the flaps on the dorsal surface. 
When the skin is loose between the fingers, 
these flaps may fall into place and be sutured 
without tension. If the fingers are tightly 
fused it will be necessary to use a skin graft. A 
whole thickness graft is best, because there is 
less contracture, and it stands up better under 
use. It has been recommended that this skin 
be taken from the inner side of the arm or 
thigh. The groin is probably the best donor 
area, because the skin is very loose and the 
wound is easily closed. Also the scar is less 
conspicuous. It is always necessary to place a 
graft over the dorsum of each finger to cover 
the area left by the removal of the flap. If the 
distal phalanges are united by bony union, 
and these have to be separated with a chisel, 
the graft should extend to the end of the fin- 
gers, because there will not be enough skin for 
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FIG. 6 


(A) Last three fingers were fused and the nails of middle and ring fingers united. (B) The fingers were separated by two op- 
erations and by the use of a dorsal skin flap and whole thickness skin grafts. In separating the fused nails the edge of the 
nail and a narrow strip of the matrix were removed to reduce the nail to normal size. (C) On the palmar surface the commis- 
sures are at the usual level, but not quite as wide as they would have been if a dorsal and palmar flap had been used. (D) 
The commissures are at the normal level posteriorly, giving a natural appearance to the hand. 


closure, and the bone will not heal well if 
exposed to infection from granulation tissue. 
If one or two small grafts are used to cover 
the areas on the sides of the fingers where 
the skin cannot be closed, the end of the 
sutures for the grafts are left long and tied 
over a small sponge for pressure, as recom- 
mended by Blackfield and Hause.* Only one 
side of a finger should be operated upon at 
one time, so as to avoid injury to the circula- 
tion of the finger. 

If the nails are grown together, the cut 
edges should be removed, together with the 
small strip of the nail bed, in order to narrow 
the nail (Fig. 6). If this is not done there will 
be a troublesome and unsightly edge to the 
nail. 

The fingers are dressed by applying vaseline 
gauze over the grafts and then winding a 
small roll of gauze around the fingers. A 
sponge is inserted between the fingers to hold 
them comfortably apart (Fig. 5, C). The two 
fingers are then bandaged together. A splint 
may be used, but when the sponge becomes 
dry it is firm and gives good immobilization 
to the fingers. The stitches are removed in 
one week and the grafts dressed with wet 
dressings or with ointment. Healing is usually 
complete in about three weeks. 

To prevent a flexion deformity the fingers 
should be massaged and stretched in exten- 
sion. A splint is useful at night. If the flexion 
deformity occurs and interferes with the func- 
tion of the fingers, the contracting scar can 
be removed and another whole thickness skin 
graft applied, zigzagging the edges to avoid a 
straight scar (Fig. 4). 


Summary 


I have reviewed the cases of 86 patients 
born with syndactylism of the fingers and 
who were treated by me. In 41 cases there was 
unilateral involvement, and in 45 it was bi- 
lateral, giving a total of 131 hands with 
webbed fingers. Of the unilateral cases, the 
right was involved 16 times and the left 25 
times. The fingers were normal in appearance 
in 45 cases, and “complicated” in 41 cases. 
When 2 fingers only were fused, the index 
and middle fingers were fused 13 times, the 
middle and ring 15 times, and the ring and 
little finger 17 times. When 3 fingers are 
webbed, the first three were involved 4 times, 
and the last three 5 times. In 8 cases the 4 
fingers were fused like a “mitten.” Fifty-three 
patients showed deformities in other parts of 
the body. Syndactylism was inherited in 21 
per cent of the cases. In 41 cases it was by the 
mendelian law of dominance and in 4 by 
recessiveness. It was transmitted equally 
through the father and mother in this series. 
In 33 cases the parents had some type of con- 
genital deformity. The fingers should be 
separated by a zigzag line, and the commis- 
sure lined with a rectangular flap raised from 
the dorsum, or by a dorsal and volar flap. 
Whole thickness skin grafts should be used to 
cover the denuded areas. 
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Hernias ‘That Have Forfeited the Right 


of Domicile: Use of Pneumoperitoneum as an Aid in 


Their Operative Cure* 


AMOS R. KOONTZ, M.D., Baltimore, Md. 


Pneumoperitoneum seems to offer an aid in the readjustment of intra-abdominal 


pressure before operation for repair is done. 


HerniAs that have forfeited the right of domi- 
cile have long furnished a problem which has 
taxed the ingenuity of the most skillful sur- 
geons. Operation often has not been possible 
because of the impossibility of reducing the 
hernial contents into the contracted abdomi- 
nal cavity. The mortality rate has been quite 
considerable when operative repair has been 
attempted. At times the attempt to reduce the 
abdominal contents has been impossible, even 
when it was thought feasible before the opera- 
tion was undertaken. Again, although the 
abdominal contents have successfully been re- 
placed, their presence in the contracted 
abdominal cavity so increases the intra-ab- 
dominal tension with elevation of the dia- 
phragm, that cardiac and respiratory embar- 
rassment ensue, and even may prove fatal. 


Often, in huge incisional hernias, resection 
of the entire great omentum makes room for 
the replacement of the abdominal contents 
which otherwise could not be replaced. Ziffren 
and Womack! have reported an ingenious 
method for managing gigantic hernias. This 
consists of making a long transverse incision 
across the upper abdomen, cutting through 
all the structures except the peritoneum; the 
skin is then closed but not the other struc- 
tures. This procedure allows the peritoneum 
to bulge into the subcutaneous tissue and to 
make room for the reduction of the hernial 
contents. Twelve days later the artificial her- 
nia is repaired by bringing the margins of the 
fascia together. Of course the disadvantage of 
this method is that it involves two operations 
for the cure of one condition. 


A method long neglected in this country is 


*Read before the Section on Surgery, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


one which was reported by Goni Moreno of 
Buenos Aires in 1940.2 This consists of the 
use of pneumoperitoneum preoperatively as 
an aid in the reduction and successful repair 
of large ventral hernias. The method was ap- 
parently used quite extensively in South 
America for about ten years before it was 
used elsewhere. The first American report on 
this method was by Koontz and Graves* in 
1954; it contains an extensive bibliography 
which is not repeated here. Four cases were 
reported at that time. Five additional cases 
are being reported now. In a recent excellent 
report on the method by Mason,‘ 9 cases are 
described in which it was used. 


Method 


Although Gomi Moreno and others have 
used a rather elaborate apparatus for the in- 
jection of air into the peritoneal cavity, the 
method I have used has been a very simple 
one. I have used a 50 cc. syringe with a two- 
way stopcock and a 19 gauge lumbar puncture 
needle having a blunt point to minimize the 
even small danger of perforating an abdomi- 
nal viscus. The site selected for the injection 
is well away from the site of the hernia, or 
other operative site to avoid bowel which 
might be adherent to the parietal peritoneum. 
The linea semilunaris is a good site because of 
the heavy fascia there; one feels a “give” as the 
needle goes through the fascia and enters the 
peritoneal cavity. Air is injected until the 
patient begins to have slight respiratory dis- 
tress or other discomfort, such as pain in the 
shoulder. As a rule 500 to 1,500 cc. can be 
injected at the first injection, sometimes more. 
Additional injections are given three to five 
days apart until it is felt that the abdominal 
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cavity has become enlarged enough to accom- 
modate the contents of the hernial sac. At 
each injection following the first, larger quan- 
tities of air can be injected as a rule, some- 
times as much as several liters at one sitting. 


An abdominal binder or adhesive strapping 
should be used during the course of injections 
to keep the air from simply becoming captive 
in the hernial sac and not enlarging the ab- 
dominal cavity. Two to four weeks are gen- 
erally necessary to prepare the patient for 
operation. I have always kept my patients in 
the hospital during this preparatory period, 
although I see no reason why the preparation 
should not be done with the patient on an 
outpatient basis. 


Case Reports 


Case 1. H. D., a 45 year old white woman, 514 ft. 
tall, weighing 210 Ibs., had a huge incisional hernia 
which had recurred twice. Five preliminary injections 
of air of 700 to 1,000 cc. each were given. 

She was operated upon at the Baltimore City Hos- 
pital on April 26, 1954. At this time it was found easy 
to close the fascial defect, but because of the weakness 
of the tissues the area was reinforced with a piece of 
tantalum gauze. 


She was examined on April 25, 1956; the result was 
excellent. 


(Case 2) The pendulous incisional hernia shows loops of 
bowel in the hernia sac well toward the knees. 
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FIG. 2 


(Case 2) Following artificial pneumoperitoneum there is 
elevation of the diaphragm by air on both sides. 


Case 2. E. H., a 47 year old white woman, very short 
and fat, weighing 250 Ibs., had an incisional hernia and 
an umbilical hernia, with a huge apron of fat contain- 
ing the hernial mass hanging almost down to her 
knees (Figs. 1 and 2). 


On April 27, 1954, the patient was admitted to the 
Church Home and Hospital. Air injections were given 
as follow: on April 28, 5 liters, followed by slight 
nausea, on May 3, 3 liters, May 5, 4 liters, and on May 


8, 3 liters, or a total of 15 liters. 


On May 11, 1954, an operation was performed. Upon 
opening the peritoneal cavity the air escaped with a 
“pouf,” and what had been a huge mountain became 
a plain. The fascial edges were easily brought together 
but the fascia was very poor and flabby and, therefore, 
the entire hernial area was reinforced with a piece of 
tantalum gauze. A lipectomy was also done. 


This patient refused to reduce her weight, and two 
years after her operation (March 19, 1956) she devel- 
oped a small recurrence on the right side with an 
opening only one inch in diameter. This was easily 
and simply repaired on April 3, 1956. She has been 
well since then and has reduced her weight to 206 Ibs. 


Case 3. M. S., a 39 year old negress, 5 ft. 2 ins. in 
height and weighing 200 Ibs., had a huge incisional 
hernia containing much omentum, and large and small 
bowel. There was partial obstruction as shown by dis- 
tended loops of bowel and some collapsed loops. Before 
operation she was given 18 liters of air intraperitone- 
ally. 

The operation was done at the Baltimore City Hos- 
pital on June 18, 1954. The actual hernial defect was 
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FIG. 3 


(Case 3) After operation. 


not very large, being only about 3 by 3 inches in 
diameter. Although it was possible to close the mar- 
gins of the defect, they were closed under some tension. 
Therefore a buried full thickness skin graft was used 
to cover the hernial area, suturing it under tension to 
the outer surface of the fascia. 

The patient was seen on October 27, 1956, and was 
well (Fig. 3). However, she then weighed 282 Ibs. The 
pressure intra-abdominal against the operative site ob- 
viously was enormous. 


Case 4. Mrs. S. S., a 76 year old white woman, 5 ft. 
21% ins. in height and weighing 183 lbs., had an inci- 
sional hernia of 20 years duration, which hung down 
to her knees (Fig. 4). She was admitted to the Church 
Home and Hospital on March 13, 1955. 

On March 14, 3 liters of air were injected into the 
peritoneal cavity. This caused the patient no incon- 
venience but no more was injected because of her age. 
On the following day, 5 liters of air were injected. 
‘Toward the end of the injection she began to complain 
of pain in both arms but there were no respiratory 
symptoms. 

On March 20, she developed a rapid pulse and 
respiratory distress. Prior to this time she had been 
walking about and had been entirely comfortable. Dr. 
Louis A. M. Krause, the referring physician, saw the 
patient but found no signs of disease in her chest. The 
lungs were clear and the heart sounds were normal. 
However, 3 liters of air were withdrawn from her peri- 
toneal cavity; she then breathed much better. In the 
evening of the same day 1.5 more liters were removed 
as she was still having some respiratory distress. 


FIG. 4 


(Case 4) Before operation. 
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On March 21, 1955, Dr. Krause made a diagnosis of 
pneumonia and found consolidation in both bases. The 
patient gradually got worse and died just before mid- 
night on March 23, 1955. 


Case 5. N. S., a 55 year old white woman, of short 
stocky build, weighed over 200 Ibs., and had a huge 
pendulous incisional hernia of ten years duration. 


On September 29, 1955, she was admitted to the 
Church Home and Hospital, where three intraperi- 
toneal injections of air were given: on September 30, 
2 liters, October 3, 3.5 liters, and on October 6, 3.5 
liters, or a total of 9.0 liters. No more air was injected 
because the patient had diabetes and was not consid- 
ered to be a good risk from the pulmonary standpoint. 


At operation on October 13, the hernial defect was 
found to be 8 ins. in diameter. The edges were closed 
with great difficulty, after making relaxing incisions in 
the sheath of the rectus on each side and using far and 
near tension sutures of heavy braided silk.5 The entire 
area was reinforced with a large sheet of tantalum 
gauze. The operation required 514 hours. 


The patient was seen on October 13, 1956, and was 
well; she had reduced her weight to 192 Ibs. 


Results 


The 5 cases reported here with the 4 previ- 
ously reported make a total of 9 instances of 
gigantic hernias; 8 were operated upon. Such 
cases are notoriously difficult of cure. ‘There 
was one small recurrence which was immedi- 
ately repaired. One death occurred before 
operation. 

Of these cases of both reports, the first pa- 
tient has been well for more than four years. 
The second, which had the largest sac of all, 
was well for two years after operation and 
then was lost to observation. The third pa- 
tient has been well for three years and four 
months; the fourth has been well for three 
years; the fifth was well two years after opera- 
tion but has not been seen since. The sixth 
patient was well for two years and then de- 
veloped a small recurrence, which was im- 
mediately repaired, and since then has been 
well for seven months; the seventh has been 
well for two years and four months. The 
eighth patient died before operation, and the 
ninth who had one of the largest sacs has been 
well for a year since operation. 


The patient who died before operation is 
worthy of comment. Neither the consulting 
internist nor I were sure whether the pneumo- 
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peritoneum was a contributing factor to the 
pneumonia or not. It must be presumed, how- 
ever, that it was. Possibly she was given air 
too rapidly, although I had given it to other 
patients as rapidly. However, she was older 
than the others and I feel it was an error in 
judgment not to proceed more slowly than 
with the average patient. 


Comment 


Most of the patients reported were exces- 
sively fat. Ideally such patients should reduce 
their weight before an operation. However, if 
we approached the ideal there would be very 
few fat people, and most fat people get that 
way by disgusting self indulgence. Few will 
follow a dietary regimen necessary to weight 
loss. There are exceptions, but most fat peo- 
ple are liars. When their weight is mentioned, 
almost invariably they tell the doctor how 
little they eat. It follows that if they lie about 
what they have eaten, they will lie about ad- 
hering to any advised diet. I have had more 
success in getting them to reduce after opera- 
tion than before. A big operation, as in these 
cases, tends to make them see the light and 
they will do almost anything to avoid another 
operation. 


Summary 


Five additional cases are reported to illus- 
trate the method of using preoperative 
pneumoperitoneum as an aid in the manage- 
ment of gigantic hernias. The results in these 
patients, as well as in the 4 previously report- 
ed, are given. This method offers an invalu- 
able aid in such cases. It not only enlarges 
the peritoneal cavity and permits reduction of 
the hernia contents, but also facilitates closure 
of the defect and lessens postoperative 
complications. 
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Collagen Disease of the Nervous 
System: With Particular Reference to the 


Syndrome of Infectious Polyneuritis* 


RICHARD C. TURRELL, M.D., and EPHRAIM ROSEMAN 


Louisville, Ky. 


, M.D.,t 


The so-called “collagen diseases” offer interesting diagnostic problems characterized by symptoms 
referred to more than one system. Those of neurologic origin may be overlooked unless the 


clinician is aware of their possibility. 


EVIDENCE SEEMS TO BE ACCUMULATING that 
there may be a causal relationship between 
the widespread use of antibiotics and sulfona- 
mides and the apparent increasing incidence 
of the collagen diseases. Undoubtedly the 
growing awareness of the clinician to this 
group of diseases has led to a greater acuity in 
their recognition. In addition, earlier diag- 
noses can be made by the use of adjuvant pro- 
cedures such as muscle biopsy, the LE phe- 
nomenon in the blood and bone marrow, and 
some less specific measures such as the decrease 
in total proteins of the blood and reversal of 
the albumin-globulin ratio. 

This communication concerns itself partic- 
ularly with the involvement of the nervous 
system, both central and peripheral, in this 
group of diseases. Specifically, reference is 
made to periarteritis nodosa, lupus erythema- 
tosis, scleroderma and dermatomyositis. The 
pathologic involvement in these diseases ex- 
tends into all fields of medicine. Reports in 
the literature indicate that the nervous system 
is involved frequently. In the past five 
years the problem has become particularly 
important since we have collected 25 cases in 
which collagen disease ! as been proved, and 
in which there was a major involvement of the 
central and peripheral nervous system. In 
each instance the patient had been referred 
for neurologic consultation because of an un- 
usual clinical picture which seemed primarily 
to involve the nervous system. Further, it may 


*Panel Discussion, read before a joint session, Sections on 
Medicine and Pathology, Southern Medical Association, Fiftieth 
Annual Meeting, Washington, D. C., November 12-15, 1956. 

+From the Section on . -_ University of Louisville 
School of oe and Louisville General Hospital, 

Louisville, Ky. 


be stated that we have data on 40 additional 
and similar cases, not proved, yet presenting 
similar clinical syndromes. Therefore, the 
purpose of this study is to emphasize the par- 
ticular vulnerability of the nervous system to 
the collagenous disease and to point out the 
nature of the neurologic involvement which 
in itself should and can frequently lead to an 
earlier diagnosis and thus treatment. 


Clinical Data 


Tables 1 and 2 summarize the data on the 
25 proven cases of collagen disease. Over a 
half of the patients had periarteritis nodosa; 
6 were females. Lupus erythematosis was next 
in incidence; 5 of the cases occurred in 
females. 


Most cases occurred between the ages of 30 
to 40 years, though in one case, there was a 
sensitivity reaction to excessive administration 


TABLE 1 
Periar- Lupus 
teritis Erythem- Derma- 
Nodosa atosis Scleroderma tomyositis 
Number of cases 14 6 4 1 
Age (years) 0-1 1-10 11-20 21-3031-40 41-50 51-60 61-70 
1 0 2 4 7 5 4 2 
Race and sex 
21 White 4 Negro 
14 Male 11 Female 


How proven—Biopsy, autopsy, or L. E, Cells—25 

Systems involved—All patients had involvement of the nervous 
system and two or more of the following systems: GI, GU, 
CR, MC* 


Cerebrospinal Fluid 
Examined Elevated Protein Cells (Over 10) 
13 Cases 6 3 


*Abbreviations: GI—Gastrointestinal; GU—Genitourinary; CR 
—Cardiorespiratory; MC—Musculocutaneous. 
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TABLE 2 


Time followed and outcome 


Years <i 1 2 8 4 5 6-10 11-15 Total 
Living @ 8 2 1 19 
Died 0 1 6 
Treatment with ACTH and/or cortisone 
Remissions 
Treated Not Treated With Treatment Without Treatment 
20 5 17 4 


Nervous system involved as infectious polyneuritis—10 
Psychosis—3 

Hemiparesis—8 

Meningoencephalopathy—3 

Peripheral neuritis—1 


of antibiotics having its onset under the age 
of six months. Liban and associates®> report 
that periarteritis nodosa is relatively rare in 
infancy and childhood. A review of the world 
literature by these authors revealed there were 
only 110 cases reported under the age of 15 
years, and of these only 10 occurred within 
the first year of life. In the case reported here 
the disease had its onset at the age of 3 
months. This is the second case of periarteritis 
in infancy recognized during life. The child 
made a complete recovery and at the age of 
three years remains asymptomatic. 

At the present time 19 of the 25 cases are 
still alive. Of those still living, one has had 
the disease for less than one year and 18 for 
more than one year. Two have been ill for 6 
to 10 years and one for 15 years. Thus it 
would appear that individuals with collagen 
disease can and do live for an indefinite 
period of time. Some reasons for this would 
include: (1) spontaneous remissions; (2) re- 
sponse to treatment with the steroids; and (3) 
the fact that some cases represent sensitivity 
reactions, and spontaneous remissions can be 
expected once the offending agents are with- 
drawn. 

In all instances the diagnosis was proved by 
surgical or autopsy material. Other cases have 
been seen which would fit into the clinical 
pictures to be described but these are not in- 
cluded here. Maxeiner and associates* noted 
that in only 35 per cent of the cases of peri- 
arteritis nodosa was the diagnosis made dur- 
ing the life of the patient, and that random 
biopsies were negative in 92 per cent of all 
instances. A negative muscle biopsy should 
not deter one from the diagnosis of collagen 
disease. 
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In all 25 cases there was evidence of in- 
volvement of several systems of the body. 
These included at least two in addition to the 
nervous system. Those most frequently im- 
plicated were the gastrointestinal, genito- 
urinary, cardiorespiratory and musculocuta- 
neous systems. 


The nature of the involvement of the 
nervous system was of particular interest. 
Although these might seem to be somewhat 
obscure at first, th: clinical pictures tend to 
fall into four main groupings. They include 
the syndromes of infectious polyneuritis, 
stroke, psychosis and meningo-encephalopathy. 
The first two were the most common. The 
nervous system manifestations are somewhat 
unique and offer definite clues to the 
diagnosis. 

Ten of the cases presented the syndrome of 
infectious polyneuritis. The sequence of 
events was usually uniform in this group. The 
illness frequently began with severe sensory 
disturbances of a peripheral nature,—includ- 
ing pain, paresthesias and numbness of the 
feet and hands, spreading proximally. This 
might then be followed by slow to rapid pro- 
gression of a proximal quadriparesis and, in 
contradistinction to the sensory phenomena, 
then to spread distally. It is indeed a striking 
picture to see such individuals able to move 
their hands and feet quite well but unable to 
carry out movements about the shoulder and 
pelvic girdles. Frequently there was associated 
disability of the cranial nerves with particular 
emphasis on involvement of the seventh nerve. 
Every cranial nerve may be affected, including 
the optic nerve. In half of the cases in exami- 
nations of the cerebrospinal fluid that was 
done there was either an elevated protein 
and/or pleocytosis. In several there was the 
picture of albumino-cytologic dissociation so 
well described by Guillain.?, Not uncommonly 
multiple remissions and exacerbations have 
occurred. One (T.C.) has been out of a 
respirator four times during a period of three 
years because of respiratory paralysis. 

The occurrence of stroke, particularly in a 
young individual, may lead the investigation 
to the consideration of collagen disease as an 
etiologic factor. Occurrence of hemiparesis in 
a young person brings into consideration the 
possibilities of epilepsy, and vascular disturb- 
ances such as hypertension, multiple sclerosis, 
brain tumor, aneurysm and neurosyphilis. 
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Given a young individual who has a hemi- 
paresis, unexplained by any of the etiologic 
factors just named, the possibility of collagen 
disease needs to be considered. It will be noted 
that 8 of this group of 25 had hemiparesis and 
all were under the age of 45. 


Thus, it may be said that if a patient pre- 
sents evidence from the history, physical ex- 
amination and laboratory tests of multiple 
system involvement, including the central 
nervous system with particular reference to 
the occurrence of the syndrome of polyneu- 
ritis or hemiparesis, the possibility of collagen 
disease should be considered. In addition, 
from a therapeutic standpoint one need not 
discard serious consideration of the possibility 
of collagenous disease even in the face of nega- 
tive biopsy. In the group reported here treat- 
ment with steroids has been found to be of 
some benefit in many instances. 


Three patients had evidence of an organic 
psychosis. This brings up the question of a 
more intensive study of psychotic persons, 
particularly in the younger ones in whom the 
usual causes, including a presenile psychosis, 
can be ruled out. Occurrence of a psychosis in 
an individual under the age of 30 should offer 
a possible clue toward suspecting a collagen 
disease. 


Three of the cases presented the picture of 
diffuse involvement of the central nervous 
system in the form of meningo-encephalitis. 
This picture was not unlike that seen in any 
type of subacute or chronic lymphocytic men- 
ingitis; again this should point to another 
possible etiologic factor to be considered in 
vague encephalitides. 


Case Reports 


Case 1. (V.S.) This is a notable case of periarteritis 
nodosa since it occurred in a 5 month old infant prob- 
ably as a result of sensitivity to the various antibiotics 
which were used in large doses. She had a panserositis 
with evidence of an accumulation of fluid in the sub- 
dural, pleural, pericardial and abdominal sacs with 
generalized anasarca. This patient gave an excellent 
response to the removal of the offending agents and 
the use of steroid medication. 

The clinical course is outlined as follows: 

Dec. 29-31, 1953—Fever, vomiting, diarrhea, rash, 
and upper respiratory infection. Penicillin therapy 
begun. 

Dec. 29, 1953 to Jan. 22, 1954—Received penicillin, 
streptomycin, Terramycin, sulfadiazene, Erythromycin, 
and Aureomycin. Temperature ranged from 101° to 
104° F. 
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Jan. 1-13—Purulent conjunctivitis, adenopathy, stiff 
neck, bulging fontanelle, lethargy and anemia. Spinal 
fluid contained 38 WBC per cu. mm. 

Jan. 14—Subdural fluid removed from the right side. 

Jan. 20-22—Pleural, pericardial, peritoneal and syn- 
ovial effusions present. Nodes in the axillas. Muscle 
biopsy positive. 

Jan. 26—Started on cortisone therapy. 

March 1, 1954 to the present—Asymptomatic. 

Case 2. R. L., a 44 year old white man, is of interest 
because it represented the picture of an organic psy- 
chosis in a relatively young individual, who also had 
evidence of involvement of multiple systems and who 
gave a response to steroid therapy. A diagnosis of 
periarteritis nodosa was established. 

The clinical course was as follows: 

1944—Hypertension on insurance examination. 

1948—A convulsion. Subsequently developed pro- 
gressive changes in personality, characterized by emo- 
tional lability and impairment of judgment. 

Jan. 1954—Transient hemiparesis on the right, and 
cardiac enlargement. 

May—Convulsion. A pneumoencephalogram was 
normal. Treatment with apresoline was begun. 

Sept.—Onset of severe griping abdominal pain. 

Oct.—Migrating joint pains. 

Oct. 13—Positive muscle biopsy. 

Oct. 15, 1954—Treatment with ACTH was begun. 


He became more euphoric. Hypertension was _ less 
marked. 


Case 3. S. T. is an example of periarteritis nodosa 
occurring in a 40 year old white woman. She lived 3 
years. Many systems were involved, including both the 
central and peripheral nervous systems. She presented 
the picture of an infectious polyneuritis during the 
course of her illness. On at least two occasions she 
made a dramatic response to steroid medication. Death 
was probably hastened because she was not treated 
more intensively and vigorously, due to the lack of 
availability of these hormones at the time of her ill- 
ness. Remissions were noted not only clinically but 
pathologically in serial muscle biopsies. Diagnosis was 
periarteritis nodosa. 

The clinical course is outlined in tabular form. 

1947—Poor vision, bilaterally. 

1948—Recurrent pleurisy. Cataracts removed. 


Jan.-Feb., 1950—Optic neuritis. Positive serologic 
tests for syphilis with treatment toward this. 

Mar.-Apr.—Numbness of the right lower extremity, 
and swelling of the feet. 

May—Aching of the left upper extremity, swelling 
of joints, nodules, and weakness of left upper extrem- 
ity. Paresthesias present in all four extremities. Hemi- 
paresis. Urinary retention. Bilateral optic atrophy. 
Anemia. Spinal fluid protein 100 mg. %. B. P. 120/80. 

June 6—Muscle biopsy positive. 

June 6 to Oct. 5—Intermittent courses of ACTH 
and/or cortisone with remissions. 

June 27—Biopsy negative. 

Oct. 5, 1950—Died. 
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Case 4. M. A. represents an example of infectious 
polyneuritis, probably due to drug sensitivity, in this 
instance sulfonamide. He made an excellent response 
to the removal of the offending agent and the treat- 
ment with steroid medication. This 44 year old man 
showed the typical Guillain-Barré syndrome, and this 
emphasizes the fact that the occurrence of such a syn- 
drome needs further study from the standpoint of 
possible collagenous disease etiology. The diagnosis 
was periarteritis nodosa. 

The clinical course is outlined below. 

May, 1954—Swelling and fullness of the abdomen. 
Gantrisin for 4 days. 

July 6—Tingling of the fingers. 

July 22—Proximal weakness of the lower extremities. 
The voice was nasal and hoarse. 

July 30—Proximal weakness of the upper extremi- 
ties. Urinary retention. He was bed-ridden. 

July 30 to Aug. 3—100 mg. cortisone daily with im- 
provement. 

Aug. 7—Flaccid quadriparesis, proximally peripheral 
sensory loss, and bilateral pyramidal tract signs. Spinal 
fluid showed 4 cells per cu. mm. and a protein of 150 
mg. per 100 cc. 

Aug. 9, 1954—Positive biopsy for the left deltoid. 


Summary 


(1) The collagen diseases are not rare. 
(2) Neither sex is spared. 
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(3) These diseases occur at all ages, but the 
greatest incidence is in the age group of 
30 to 40 years< 

(4) The duration of disease may be long, 
and remissions do occur. 

(5) Multiple systems are involved. 

(6) Manifestations of involvement of the 
nervous system are unique and may 
offer clues to the diagnosis. 

(7) ACTH and cortisone exert a beneficial 
effect in most cases and may effect a 


cure. 
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Recent Advances in Interpretation 
and Management of Epilepsy 


THOMAS W. FARMER, M.D.,t Chapel Hill, N. C. 


The author gives an excellent summary of the management of convulsive seizures by the use 
of the several anticonvulsants, either singly or in combination. 


Epitepsy has been defined as recurring attacks 
of loss of consciousness and/or convulsive 
movements. The biochemical lesion in tissue 
slices prepared from human epileptogenic 
cerebral cortex has been reported by Tower. 
He has observed impairment of acetylcholine 
binding, metabolic loss of glutamic acid, and 
failure to maintain concentrations of tissue 
potassium. Further biochemical studies may 
provide additional clues to the nature of con- 
vulsive seizures on the biochemical level. 


The present approach to the understanding 
and treatment of epilepsy remains primarily 
a clinical one. A practical classification of 
epilepsy is the division of seizures into the 
following categories: (1) grand mal seizures, 
(2) focal cortical seizures (motor, Jacksonian, 
sensory, autonomic, etc.), (3) psychomotor 
seizures, and (4) petit mal seizures (petit mal, 
myoclonic, and akinetic). Frequently more 
than one type of attack occurs in an individ- 
ual with epilepsy. Each patient with recur- 
rent seizures requires thorough initial study 
by history, neurologic examination and labora- 
tory studies to determine if the epileptic at- 
tacks represent a symptom of a specific disease 
process. Laboratory studies will include 
x-ray studies of the skull and chest, elec- 
troencephalography, examination of the cere- 
brospinal fluid, and determination of fasting 
blood sugar, blood urea nitrogen, and serum 
calcium and phosphorus. In selected cases 
cerebral angiography, pneumoencephalogra- 
phy, or ventriculography may be indicated. 
In one series of cases reported by Lennox? 
specific causes of seizures were found in the 


*Panel Discussion, read before a joint session, 
Medicine and Pathology, Southern Medical Association, Fiftieth 
Annual Meeting, Washington, D. C., November 12- i5, 1956. 
tFrom the Department of ees ic Medicine, Universit 
of North Carolina School of M Chapel Hi, NG. 


following percentages: cerebral trauma 5.7 
per cent, birth injury or congenital defect 5.6 
per cent, brain infection 4.2 per cent, brain 
tumor 2.6 per cent, cerebral circulatory de- 
fect 1.9 per cent, and extracerebral causes 0.9 
per cent. In 77.6 per cent of this group of 
patients no specific cause of seizures was dem- 
onstrated. If a specific cause of seizures is 
found, treatment for the underlying disorder 
is carried out. 


Management 


In the vast majority of patients with epi- 
lepsy no specific cause for the paroxysmal 
disorder is found. In this group the com- 
plete control of seizures by anticonvulsant 
therapy is the main initial goal. It is most 
important that the diagnosis be understood 
and accepted by the patient and those mem- 
bers of the family most closely concerned with 
the future plan of therapy. Other aspects of 
therapy include arrangements relating to the 
adult’s occupation or to the child’s education. 
Complete therapy requires the rehabilitation 
of the patient in addition to the control of 
seizures. 


All patients who have had repeated con- 
vulsive seizures require treatment. Patients 
who have had a single seizure may be placed 
on therapy or may be observed for a recur- 
rence of seizures. The decision concerning the 
use of anticonvulsant drugs after a single 
seizure depends upon many factors, including 
the type and severity of the initial convulsive 
attack, as well as the occupation of the patient. 

The anticonvulsant drugs available at the 
present time are divisible into the following 
groups: barbiturates, hydantoinates, Myso- 
line, oxazolidine diones, Milontin, bromides, 
and others. None of these drugs is an ideal 
anticonvulsant. An ideal drug would have 
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the following characteristics: (1) it would be 
effective in patients with seizures of all types, 
and also would be effective in status epilepti- 
cus; (2) it would be long-acting and require 
infrequent intake of the medication; and (3) 
it would be nontoxic and nonsedative. 


All of the medications presently available 
are limited in their effectiveness in various 
types of seizures. The anticonvulsant effects 
from a single dose are all drugs that are of 
relatively short duration. All of the drugs 
available have occasional minor toxic effects; 
some may produce severe and even fatal re- 
actions. 


The possible toxic effects of phenobarbital, 
Dilantin, and Mysoline are mild. Mesantoin, 
Tridione, and Paradione may produce severe 
aplastic anemia and agranulocytosis in oc- 
casional patients. Therefore patients given 
these medications must be observed with 
monthly blood counts, and they must notify 
the physician immediately of possible early 
signs and symptoms of toxicity. Rarely Dil- 
antin may produce an exfoliative dermatitis 
and hepatitis.® 

The general approach to drug therapy of 
epilepsy is as follows: The type of seizure 
presented by the patient is determined by 
history, examination, electroencephalography 
and other investigations. The drug which is 
least toxic and most effective in the control 
of this type of seizure is administered in the 
average dose. Records of seizures are kept by 
the patient or family. Medication is increased 
to the point of complete therapeutic effect 
or of toxic reaction. If only a partial thera- 
peutic effect is obtained at the toxic level of 
the first medication, then the second most ef- 
fective medication is added, and the dose is 
increased to toxic level. In occasional cases 
the addition of a third drug may result in 
more complete control of seizures than that 
obtained with two medications. 

In the treatment of grand mal and focal 
seizures Dilantin, phenobarbital and Myso- 
line are the drugs of choice. Initial treatment 
with 0.1 Gm. of Dilantin 3 times daily after 
meals may be instituted. If the seizures are 
not controlled, the dosage is increased by in- 
crements of 0.1 Gm. daily up to 0.6 Gm. daily, 
if tolerated. If Dilantin is only partially ef- 
fective, it is continued and phenobarbital is 
added in an initial dose of 0.1 Gm. This may 
be increased by increments of 0.1 Gm. to a 
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total daily dose of 0.4 Gm. if necessary and if 
tolerated. 


If therapy is instituted with Mysoline, an 
initial dose of 0.25 Gm. is given daily at bed- 
time for the first week. Incrernents of 0.25 
Gm. of Mysoline are added at weekly inter- 
vals as needed to a maximum of 2 Gm. daily 
to control seizures.*5 

With the use of these relatively nontoxic 
medications, approximately 50 per cent of 
patients obtain complete control of seizures. 
An additional 35 per cent of patients attain 
marked improvement with a decrease in the 
frequency of seizures greater than 50 per cent. 
In 15 per cent of patients seizures are not 
satisfactorily controlled with these medica- 
tions. 


If phenobarbital, Mebaral, Dilantin and 
Mysoline have failed to control grand mal or 
focal seizures, Mesantoin may be substituted 
for part of the Dilantin dose or given in 
addition to it. The daily dosage of Mesan- 
toin varies from 0.4 to 1.0 Gm. 

Recent studies have increased the knowl- 
edge concerning the fate of these anticon- 
vulsant compounds in the body. In animals 
and in man mephobarbital (Mebaral) is de- 
methylated to phenobarbital. When an in- 
dividual takes mephobarbital a low concen- 
tration of it is present in the plasma. This 
level does not increase. However, during the 
first few weeks of ingestion there is a steady 
rise in the plasma concentration of pheno- 
barbital. After cessation of the intake of 
phenobarbital or mephobarbital the plasma 
level of phenobarbital falls to approximately 
half of its former level within the first week. 

Mesantoin is demethylated to Nirvanol 
in the body. When a patient is placed on a 
maintenance dose of Mesantoin there is a 
progressive rise in the plasma concentration 
of Nirvanol. 

It has also been recently demonstrated that 
patients maintained on Mysoline develop 
therapeutic levels of phenobarbital in the 
plasma. From the few determinations avail- 
able it appears that approximately 20 per 
cent of Mysoline is converted to phenobarbi- 
tal.6 From the clinical evidence available it is 
presumed that additional anticonvulsant 
properties are due to the unchanged Mysoline 
in the plasma and tissues. 


For psychomotor seizures Dilantin, Myso- 
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line and phenobarbital are the most effec- 
tive and least toxic drugs available. If these 
drugs are not successful, Mesantoin may be of 
additional value. Approximately 28 per cent 
of patients with psychomotor seizures are 
completely controlled with these medications. 
Approximately 50 per cent of patients have 
a decrease in the frequency of their seizures 
of more than 50 per cent. In the remaining 
22 per cent of cases less than 50 per cent of 
the attacks are controlled. 


For the control of petit mal seizures Tri- 
dione and Paradione are the most effect.ve 
drugs.? An initial effort may be made to con- 
trol petit mal seizures with Benzedrine, 
Dexedrine Sulfate or phenobarbital. These 
are not the most effective drugs, but they are 
of low toxicity. If therapy with Tridione is 
instituted, an initial dose of 0.3 Gm. is given. 
Every 3 days the dosage is increased 0.3 Gm. 
until seizures have been controlled. The max- 
imum dose in an adult is 2.7 Gm. Milontin 
has recently been used with some success in 
the treatment of petit mal seizures in a dosage 
of 1 to 3 Gm.48 


Status epilepticus may be successfully con- 
trolled by the intravenous administration of 
Dilantin in an initial dose of 0.15 to 0.25 Gm. 
The preparation for intravenous administra- 
tion contains Dilantin, ethanol, and propy- 
lene glycol. Since this solution is highly alka- 
line, it is administered slowly at the rate of 
0.05 Gm. per minute. If seizures are not con- 
trolled, a subsequent dose of 0.1 Gm. of Dil- 
antin is given intravenously after 30 minutes.® 
Dilantin is of particular value in status epi- 
lepticus since it will not produce respiratory 
depression. 


Status epilepticus may be treated with so- 
dium phenobarbital given intravenously in 
an initial dose of 0.2 to 0.3 Gm. If seizures 
persist after 30 minutes, an additional dose 
of 0.1 to 0.2 Gm. may be given intravenously. 
Paraldehyde 3 to 6 cc. intravenously or 15 cc. 
per rectum may be used. Rarely inhalation 
anesthesia with ether may be required to 
control seizures. 


After status epilepticus has been partially 
controlled by these emergency measures, oral 
medications are given in large doses. Fre- 
quently phenobarbital and Dilantin are both 
used. With complete control of seizures the 
dosage of one of the drugs is gradually de- 
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creased until the patient’s state of awareness 
returns to normal, or until seizures recur. 


The results of craniotomy for epileptogenic 
atrophic cerebral lesions are summarized by 
Penfield and Jasper.!° After excision of cere- 
bral scars in patients with uncontrolled con- 
vulsive seizures, a definite decrease in the 
frequency of seizures was noted in 43 per cent 
of 115 cases. The results obtained following 
surgical treatment of post-traumatic epilepsy 
have been summarized by Walker.1! Recently 
Bailey’? reported his results in the surgical 
treatment of 92 patients with psychomotor 
seizures which were not controlled by anti- 
convulsant drugs. In the patients who had 
unilateral electroencephalographic foci in the 
anterior temporal lobe and who were treated 
with excision of the epileptogenic foci, 
seizures were controlled in 64 per cent. In 
the patients with bilateral electroencephalo- 
graphic foci in the anterior temporal lobe 23 
per cent were controlled following operation. 
In the vast majority of patients seizures are 
controlled with anticonvulsant drugs. In oc- 
casional selected cases the possibility of a 
surgical approach to therapy is to be con- 
sidered. 


Summary 


Each patient with recurrent seizures re- 
quires thorough initial study by history, 
neurologic examination and laboratory 
studies. If a specific cause of seizures is 
found the treatment of the underlying dis- 
order is indicated. In the vast majority of 
patients with epilepsy no specific cause for 
the paroxysmal disorder is found. Complete 
control of seizures by anticonvulsant therapy 
is the main initial goal. Rarely surgical ex- 
cision of a focal scar may be considered. 
Complete management requires the rehabili- 
tation of the patient in addition to the con- 
trol of seizures. 
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Hyperglycemia— ‘The Diabetic’s 


Best Friend’ 


B. E. LOWENSTEIN, M.D.,t South Miami, Fla. 


When a proposal is made for a radical change in what has been accepted as good treatment for 
three decades, careful thought must be given to the evidence supporting such a proposal. 


MUCH TIME AND ENERGY have been expended 
in discussions of how to control the blood 
sugar in diabetes mellitus. Since insulin was 
first extracted from the bovine pancreas, 
many physicians and many of their patients 
have followed conscientiously instructions to 
achieve this objective. The question is,—even 
when it can be demonstrated that the blood 
sugar of a patient has been rigidly controlled, 
has the defect in carbohydrate metabolism 
been corrected? Above all, has the diabetes 
been controlled? 


Not long ago we were asked to see a 45 
year old man whose diabetes was of 15 years 
duration, and was considered to be mild in 
that 20 units of depot insulin usually kept 
his fasting blood sugar within the normal 
range. He had always been able to receive 
the best of medical advice, had taken excel- 
lent care of himself and had been a coopera- 
tive patient. Because his diabetes was mild 
he had rarely been in acidosis and never in 
frank coma. He had had insulin reactions 
from time to time but never a convulsive 
insulin shock. He was brought in in a wheel 
chair. One leg had been amputated above 
the knee because of diabetic gangrene; oscil- 
lometric readings showed only a faint flicker 
of pulsation in the remaining foot. He had 
cataracts in both eyes but these did not bother 
him since he was almost entirely blind be- 
cause of extensive bilateral retinopathy and 
a detached retina on one side. Naturally, 
nothing could be done for him at this point 
and he died a short time afterward of a 
coronary occlusion. 


This man was 45 years old and should 
have been in the prime of life. His blood 


*Read before the Section on General Practice, Southern Med- 
ical Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


+From the Metabolic Clinic, Department of Medicine, Dade 
County Hospital, Kendall, Fla. 


sugar had been most carefully controlled ever 
since his diabetes was first diagnosed, and he 
had been kept out of acidosis, but was this 
man’s diabetes controlled? His blood sugar 
was controlled but his diabetes was progres- 
sive. 

This case was treated according to the pre- 
cepts of the “chemical” school of diabetic 
management. This school advocates a strict 
regimen, with a prescribed diet, insulin dosage 
calculated to keep the blood sugar at normal 
levels, and the most careful elimination of 
hyperglycemia and glycosuria at all times. 
This school has been dominant in America 
for more than thirty years. It is the school 
which has written our textbooks on diabetic 
management. 

There is another school of thought which 
has not written a single textbook, but has 
commanded the allegiance of many a practic- 
ing physician. More concerned with treating 
a patient than with treating a blood sugar 
level, this school permits a normal diet and 
ignores both hyperglycemia and glycosuria 
provided the patient maintains weight and 
remains symptom-free. 

Despite the success achieved by the “clinical” 
method, advocates of the “chemical” method 
frown on this technic. They say it is “too 
lenient” and insist that a high blood sugar 
level is “unphysiologic’”—and that dire con- 
sequences must ensue. 

To Tolstoi? belongs the credit of demon- 
strating that the “clinical” school is right in its 
common-sense empiricism, and that no serious 
damage has been done by hyperglycemia or by 
glycosuria, per se. In the late 1930's, when 
protamine zinc insulin was first introduced, 
Tolstoi developed the “clinical” method re- 
ferred to above. In 1953, in a monograph on 
a series of his own patients carefully followed 
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for a 15 year period, he reported that he 
found: no increase in insulin requirements; 
no increased tendency to acidosis; no delay in 
wound healing; no increased susceptibility to 
infection; and, most important of all, no more 
arteriosclerosis than is found in comparable 
patients treated by the “chemical” school. 

Thus, while diabetics develop arterioscle- 
rosis with a greater frequency and faster than 
non-diabetics do, the incidence of arterial 
complications among patients treated by per- 
mitting hyperglycemia does not differ signifi- 
cantly from the incidence among patients 
treated by those who “control” the blood 
sugar. In other words, the level of the blood 
sugar is not the independent variable, nor is it 
the determining factor in the development of 
arteriosclerosis.* 


Let us look elsewhere for the etiology. 
Staret has succeeded in producing atheroscle- 
rosis in the monkey by feeding a diet high 
in fat and low in quantity and/or quality of 
protein. Morrison’ reported that he was able 
to increase by 100 per cent the survival rate 
in a group of patients who had already suf- 
fered one coronary occlusion by placing them 
on a diet higher in protein and very much 
lower in fat than their usual prethrombotic 
diets. 

Following these suggestions we adopted, two 
years ago, as a working hypothesis the sugges- 
tion that arteriosclerosis is caused by a de- 
ficiency in the quality and/or quantity of pro- 
tein in the available metabolic mixture, and 
that this deficiency is exaggerated in diabetes 
mellitus because of excessive protein wastage. 
Following a preliminary report,® we have 
modified this original hypothesis by adding 
that the protein deficiency must be coupled 
with an excessive fat intake. An excessive fat 
intake has traditionally been forced on the 
diabetic, and is voluntarily selected by the 
average American as part of his normal diet. 


Procedure 


A group of almost 200 diabetics has been 
followed clinically since starting on our pro- 
gram almost two years ago. In addition, lab- 
oratory studies were done on 25 patients 
selected at random from this larger group. 
This program has already been described in 
part in a preliminary report. Since it does 
differ from the standard or textbook ap- 
proach, both in theory and in several particu- 
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lars of technic, it is summarized briefly below: 


1. We permit and actually encourage a reasonable 
degree of hyperglycemia. The rationale for this is 
given below. 

2. The diet combines an extremely high protein 
and low fat intake, bolstered by digestive and pancre- 
atic enzymes (Entozyme)* to insure adequate diges- 
tion and absorption of the foodstuffs prescribed. 
Cholesterol-rich foods such as eggs, liver and brewers’ 
yeast are allowed because of the high biologic value of 
their proteins, their iron and their vitamin content. 
However, our patients are persuaded to renounce as 
many “empty” calories in fats and greases as they will. 
The same applies to refined sugars, although a point 
is made of giving adequate carbohydrate to insure the 
utilization of its protein-sparing action. Co Tui? has 
shown that it is idle to feed protein unless carbohy- 
drate is fed simultaneously, since otherwise the pro- 
tein will be deaminated to supply combustible carbo- 
hydrate. This is doubly true in diabetics. For this 
reason each feeding must contain some carbohydrate 
as well as some protein. 

Fruits are recommended over breadstuffs and 
starches because of the insulin-sparing action of fruc- 
tose at high blood sugar levels. The daily food intake 
is spaced into 6 feedings—3 meals and 3 between-meal 
snacks, each containing some protein as well as some 
carbohydrate. 

Our diet is based on the ADA diets and exchange 
lists, which have been as valuable in the field of nutri- 
tion as the system of interchangeable parts has been 
in the automobile industry. However, we have mod- 
ernized the diet and brought it into line with modern 
ideas as well as giving it a positive “DO” approach in 
insisting that the entire diet list be eaten, rather than 
the old “DON’T” or negative approach which laid 
chief emphasis on the forbidden list. We positively 
insist that the entire diet be eaten, if at all possible, 
since we have found that, in diabetics at least, the sins 
of omission are far worse than the sins of commission, 
that is, failure to eat the prescribed amount of pro- 
tein, or even of carbohydrate, does more harm than 
overindulgence. 

The chief differences between our diets and the 
standard diabetic diets lie in the relative amounts of 
protein and fat; all our diets, whether they be 1,200 or 
2,500 calories, contain a minimum of 125 Gm. of pro- 
tein and a maximum of 45 Gm. of fat. The difference 
is made up by carbohydrate which must be adjusted to 
the energy needs of each individual patient. 

3. Insulin,—only enough is given to avoid acetonuria 
or to correct it once it occurs. 

We have defined the insulin requirement of our 
diabetics as the minimum amount necessary to prevent 
ketosis. We think this is a more reasonable definition 
than the maximum amount the patient can stand 
without going into insulin shock. Hyperglycemia and 
glycosuria are ignored unless acetone appears in the 
urine. Of course, every diabetic will from time to time 
spill a little acetone; so do many normal people. How- 
ever, in diabetics who have been faithfully following 


*A generous supply of Entozyme Tablets was made available 
through the kindness of William R. Bond, M.D., of the A. H. 
Robins Co., Inc., Richmond, Va. 
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this program acetonuria does not usually persist unless 
an acute infection or an emotional upset intervenes. 


Patients are taught to do both sugar and acetone 
tests on their urine, although for diabetics not taking 
insulin the sugar test may usually be omitted. (Clinitest 
and Acetest tablets are used for this purpose, but any 
simple method which the patient can understand will 
do as well.) They do both tests each morning and 
keep a record of the tests, insulin taken and any in- 
sulin reactions. Each patient on insulin is allowed to 
regulate his own dosage in accordance with the Insulin 
Instructions given below. No patient is allowed to 
increase his depot insulin unless, after reporting in for 
a conference or a “check-up,” he is specifically in- 
structed to do so. We issue such instructions only as 
a last resort. On such occasions we look for emotional 
upsets or physical ailments that might explain the 
trouble. If we find none, we reduce the fat in the 
diet, since Wolf and Preiss8 have shown that a high 
carbohydrate, low fat diet decreases the insulin re- 
quirements in diabetes mellitus. Only as a last resort 
is the depot insulin increased. 


Not only do we ignore mild or moderate glycosuria, 
in all patients taking insulin, but insist on it. If the 
urine is sugar-free in the morning we reduce the dose 
of depot insulin and keep on decreasing it until sugar 
does appear in the morning urine. For patients not 
taking insulin the same general rules apply, except 
that the morning test for sugar is usually omitted, 
since it is not significant and the knowledge that gly- 
cosuria is present may needlessly disturb some patients. 
Brief acetonuria is controlled by regular insulin. 


INSULIN INSTRUCTIONS 
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take 5 units of regular insulin. If 
acetone still continues positive 
next morning, take depot insulin 
plus 5 units regular insulin. Eat 
your proper breakfast and report 
in. 

Take depot insulin as before. Do 
not take any regular insulin. Eat 
the proper breakfast on your diet 
and report in. 


(D) Sugar 0 
Acetone + 


IF 
Any urine test shows acetone to be very strongly 
positive (a deep, rich purple) take insulin as directed 
under (C) above and report in. 

IF 
There was an insulin reaction the day before, no 
matter how slight, regardless of what the sugar test 
shows next morning, decrease depot insulin by 5 
units. 


If acetone is positive, ADD 5 units of regular insulin 
to the decreased dose of depot insulin. 


Follow through as directed under (C) above. 


Results 


Results may conveniently be divided into 
two sections: (a) clinical progress of the entire 
group of almost 200 patients, and (b) data on 
the 25 patients selected from the larger group 
for laboratory study (Table 2). 

(a) Clinical Progress. Clinical improvement 
has been marked. This is not limited to a 


IF sense of well-being or freedom from the more 
(A) Sugar 0 Decrease depot insulin by 5 units, | 2Cute symptoms of diabetes. In many cases 
Acetone 0 families have reported there have been per- 
(B) Sugar + No change. Take depot insulin sonality changes for the better, and a number 
as before. of patients previously unemployable, because 
of their diabetes, have now returned to work. 
ugar o change in depot insulin; add 
Acetone + 5 unite regular insulin. (1) Nocturia and Polyuria. Glycosuria occa- 
Repeat both tests before supper.  Sionally reached levels of 5 per cent or more, 
If acetone test is still positive, but there was no increase in the 24 hour uri- 
TABLE 2 
ANALYSIS OF THE DIABETIC CASES TREATED WITH A HIGH PROTEIN DIET 
AND ENTOZYME SUPPLEMENT 
Age Group Number of Number on Insulin Duration of Diabetes (Years) 
(Years) Cases Start At 1 1-5 5-10 10-15 «15-2020 
0-10 3 8 2 2 0 1 
10-20 7 7 + 3 4 
20-30 14 ul 6 2 6 5 1 
30-40 31 20 9 3 16 6 4 1 1 
40-50 61 25 12 1 10 14 16 19 1 
50-60 56 20 9 1 18 14 15 - 
60-70 19 6 3 1 1 . 4 2 8 
70-80 3 1 0 1 0 0 1 0 1 
93 45 48 “a 30 
Total Number of Cases 194 Diabetics 
Male 88 
Female 106 
White 73 
Colored 


VOLUME 51 


nary volume, no nocturia and no polyuria 
unless acetone appeared in the urine. 


(2) Diabetic Acidosis. In the 2 years im- 
mediately preceding the institution of this 
program at the Dade County Hospital at 
Kendall, there were 23 clinic patients who had 
to be admitted for treatment of acidosis. In 
the last 2 years there have been 3 such admis- 
sions from this same group. 

(3) Insulin Requirements, Insulin Reac- 
tions and Insulin Shock. Occasional mild re- 
actions have been reported by some patients, 
usually because of a failure to cut the insulin 
dose rapidly enough to keep pace with the 
decreased requirements. No patient has had a 
reaction severe enough to require intravenous 
sugar. Ninety-three patients were receiving 
insulin at the beginning of this study; all have 
noted a significant decrease in the amount of 
insulin required to prevent acetonuria, and in 
48 cases insulin has been discontinued without 
complications. 


(4) Diabetic Neuritis. We have seen not 
one single case of diabetic neuritis in this 
series. 


(5) Susceptibility to Infection and Wound 
Healing. Our diabetics show no greater sus- 
ceptibility to infection than do nondiabetics, 
even regarding urinary tract and vaginal in- 
fections. We have seen three minor infections 
develop in the foot; not one has offered a 
serious problem. Patients coming with foot 
infections have improved markedly since start- 
ing this program. Naturally, this regimen has 
been supplemented by antibiotics and con- 
servative surgery when indicated; however, no 
amputations have been necessary since begin- 
ning this program. When operations have 
been done, no delay in wound healing was 
observed even with blood sugar levels as high 
as 300 to 400 mg. per 100 cc.* 


(6) Vascular Complications. No new case of 
retinitis has developed in patients in this 
series and in no instance has retinitis been 
present at the onset of the study increased. 

There has been one death due to arterial 
disease, a 61 year old colored woman who had 
blood pressure of 260/140; she died of a 
cerebral accident 10 weeks after starting 
therapy. 


*Co Tui’ has found that in diabetics subjected to surgery, the 
delayed wound healing may be corrected by administration of 
protein hydrolysates, and that when this is done there is also 
a drop in insulin requirements. 
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(b) The more detailed observations on the 
smaller group of 25 patients are summa. .ed 
below and in table 1. 

(1) Albuminuria. In 10 of the 25 cases sig- 
nificant albuminuria was present when ther- 
apy was begun. After 6 months, this had 
cleared in 5; in another 6 months, only 2 had 
albuminuria and now only a trace persists in 
these. 

(2) Serum Cholesterol. In no case in which 
the serum cholesterol was elevated at the be- 
ginning, has it failed to drop to normal levels. 
An interesting feature is the stabilization of 
the range of cholesterol levels. At the start 
they ranged from 148 to 480 mg. per 100 cc.; 
within 6 months the range had decreased to 
100 to 360 mg., and at the end of a year was 
150 to 240 mg. per 100 cc. In other words, 
regardless of the initial level of the serum 
cholesterol, after one year on the program the 
serum cholesterol in all cases has been within 
normal limits. 

(3) Insulin Requirements. We define the 
insulin requirement of a diabetic as the mini- 
mum amount necessary to prevent acetonuria, 
and we have adhered to this definition 
throughout. In every single case requiring in- 
sulin at the onset of the experiment the insulin 
requirements have dropped significantly. Only 
4 of 14 patients still require insulin and 2 
of these were “brittle” at the start of the study, 
with frequent acidotic episodes punctuated by 
insulin reactions. Neither has had an insulin 
reaction for 8 months nor has either been 
admitted for acidosis in this period. Seven of 
the 16 unemployed (including the “brittle 
one,” patient No. 25) have returned to work. 


Discussion 

This program was begun with the hope that 
it might decrease the degenerative vascular 
diseases of diabetes over the long term. The 
laboratory findings reported above tend to 
bolster this hope. There has been much less 
acidosis, no neuritis, improved healing of 
wounds and better resistance to infection. 
Furthermore, we have achieved a totally un- 
expected dividend,—a drop in insulin require- 
ments. What is the explanation? 

Before venturing to answer this we should 
like to begin by asking and answering several 
simple questions about diabetes. 


(1) Just what is diabetes mellitus? Diabetes 
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mellitus is an inability to burn enough sugar. 
The remainder of the diabetic syndrome,— 
acidosis, ketosis, coma, neuritis, delayed 
wound healing, decreased resistance to infec- 
tion, hypercholesterolemia and arterial and 
renal degeneration,—are all concomitants of 
this primary failure. 

(2) What do we mean by inability to burn 
“enough” sugar? We mean just what we have 
said, with all the vagueness that is inherent in 
that definition. An individual who must burn 
150 Gm. of sugar a day and can burn only 50, 
is diabetic. One who must burn 150 Gm., and 
can burn all of 140, is still diabetic. 

(3) How can we tell when an individual is 
not burning “enough” sugar? The diabetic 
who is not burning “enough” sugar has symp- 
toms which suggest trouble. These symptoms 
include weight loss, loss of strength, polyuria, 
nocturia, and the other classical symptoms of 
diabetes mellitus. They are also accompanied 
by the presence of acetone in the urine. Thus, 
acetonuria is the chief objective criterion 
which indicates that a diabetic is not burning 
enough sugar, and when acetone appears in 
the urine of a diabetic, watch out! Trouble is 
brewing. 

(4) We all know that diabetics have a high 
blood sugar. In fact, our diagnosis of the dis- 
ease rests on the glucose tolerance test and 
high blood sugar levels. What is the signifi- 
cance of this hyperglycemia? We believe the 
high blood sugar levels seen in diabetes are 
part of a compensatory mechanism developed 
by the body to bolster the impaired ability to 
burn glucose. 

There is a simple principle of chemistry 
known as the Mass Action Law and physicians 
often make use of this Law. The giving of 
oxygen to patients with pneumonia is an ex- 
ample, since such patients have difficulty in 
transporting oxygen from the pulmonary 
alveoli into the blood stream. By using oxy- 
gen we increase its concentration in the lungs 
by 500 per cent, thus forcing more oxygen 
into the blood stream. 

Similarly, the higher the concentration of 
sugar in the blood stream, the more sugar can 
be burned by the cells of the body, even in the 
diabetic. For example, certain dogs burn 
sugar at the rate of 230 mg./kilo body 
weight/minute at a blood sugar level of 100 
mg. per cent. After pancreatectomy, these dogs 
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can burn sugar only at the rate of 100 mg. /kilo 
body weight/minute if the blood sugar level 
does not change. However, if the blood sugar 
level rises to 300 to 400 mg., the rate of com- 
bustion of sugar by these pancreatectomized 
dogs rises rapidly to preoperative levels.® 
Thus, hyperglycemia enables the diabetic dog 
to burn more sugar than he could at 
“normal” blood sugar levels. 


The same general rule applies in human 
diabetics. In one patient (No. 18) 20 units of 
insulin burned enough sugar at blood glucose 
levels of 300 mg. to prevent acetonuria; at so- 
called “normal” blood glucose levels of 100 
mg. twice as much (40 units) was required. It 
does not matter whether the insulin comes 
from the islets of Langerhans or from a 
syringe. 

As soon as this significance of the Mass Ac- 
tion Law is grasped, it becomes clear that the 
high blood sugar concentrations in diabetes 
represent an attempt to compensate for the 
impaired ability to burn glucose; hypergly- 
cemia cooperates with endogenous insulin 
production to maintain the rate of combus- 
tion of glucose as nearly normal as possible. 
It is only when not “enough” sugar is burned 
by the patient’s own insulin, even at high 
blood glucose levels, that ketosis and coma 
become serious threats. 


Therefore the hyperglycemia of diabetes is 
not a danger to be fought with massive doses 
of insulin and starvation diets, but is the first 
and most effective means by which the 
diabetic tries to compensate for his own meta- 
bolic insufficiency. 

(5) Is it true that diabetes mellitus is due to 
a failure of the islets of Langerhans to pro- 
duce normal amounts of insulin? Not neces- 
sarily, though removal of the pancreas or 
damage to the islets of Langerhans is followed 
by a true insulin deficiency with resulting 
diabetes. Assays of the blood insulin levels of 
human diabetics in the clinic have failed to 
disclose any consistent quantitative relation- 
ship between the blood insulin levels and the 
severity of the disease.!° Many diabetics have 
more than the normal concentrations of in- 
sulin in the blood stream, and seem to require 
these levels to remain out of ketosis. The 


cause of such cases of spontaneous diabetes is 
not yet elucidated. A deficiency in certain 
specific enzyme systems through which insulin 
acts can seriously interfere with carbohydrate 
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metabolism and give rise to the typical 
diabetic syndrome. Increasing emphasis is 
being placed upon the exocrine functions of 
the pancreas and upon acinar damage as fac- 
tors of great importance, not only in the 
etiology of diabetes, but also in the chronic 
and apparently incurable nature of the dis- 
ease. There is hope that regeneration of func- 
tion of the islet cells can be accomplished by 
creating the proper nutritional environment 
through adequate supplies of amino acids, 
vitamins, trace elements and other factors, 
many of them derived from undenatured 
nucleoprotein. In any event, it is no longer 
possible to regard diabetes as a disease due to 
insulin insufficiency. 

. (6) To what, then, are the concomitant 
symptoms of diabetes due? Some are un- 
doubtedly due to the impaired glucose metab- 
olism. However, many of them, as healing of 
wounds slow, susceptibility to infection, and 
possibly arteriosclerosis, are due to a protein 
deficiency. This protein deficiency in diabetes 
is developed in at least two ways: 

(a) The Diabetic in Ketosis. During ketosis 
the diabetic is in severe negative nitrogen bal- 
ance, most of the protein being deaminated to 
provide the raw materials for glyconeogenesis. 
Such waste of protein can reach truly colossal 
levels. The overriding fact of ketosis is that 
not enough sugar is being burned; the liver 
responds by making more sugar, first from 
its own glycogen reserves, then from its own 
protein stores, and finally robs the other 
tissues of the body of more and more protein 
to form sugar. 


The chief danger of glycosuria lies in the 
large amounts of protein deaminated to sup- 
ply glucose which is then lost in the urine. 
Only when glycosuria reaches the point at 
which a significant proportion of the excreted 
glucose is derived from protein, or when star- 
vation or vomiting, which accompany ketosis, 
cause glucose to be derived from endogenous 
protein is glycosuria to be feared. 

In the nondiabetic individual starvation or 
a high fat diet can induce ketosis and 
acetonuria, but it is always mild as compared 
with that of the diabetic. More important, as 
the nondiabetic becomes dependent on tissue 
proteins for glucose, his body becomes exceed- 
ingly stingy with the protein reserves; Bene- 
dict’s “fasting man” experiment showed that 
the longer the starvation period and the more 
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depleted the body protein, the stingier the 
body becomes with its protein reserves. The 
diabetic has no such conservative mechanism, 
and more and more protein is converted to 
glucose to force the blood sugar higher and to 
increase carbohydrate combustion by Mass 
Action. The combustion of “enough” carbo- 
hydrate is a matter of life or death, and the 
diabetic in acidosis has lost his “brake” on 
protein destruction. 

(b) The Diabetic Not in Ketosis but Re- 
ceiving Insulin. Insulin reduces ketosis, but it 
poses the problem of hypoglycemia, or the 
threat of it, one of the most powerful stimuli 
to the liver for release of glucose. Glucose 
must be delivered to the blood stream at all 
costs to prevent death due to hypoglycemia 
and again the pitiful reserves of glycogen in 
the liver are sacrificed and protein destroyed 
for glyconeogenesis. 


The normal individual whose blood sugar 
dips below normal has mechanisms which 
prevent trouble,—the rate of combustion and 
the release of insulin into the blood stream 
become slow, and protein need not be sacri- 
ficed for glyconeogenesis. In the diabetic on 
insulin these conservative mechanisms are 
overridden; the rate of sugar combustion is 
maintained at high levels by exogenous in- 
sulin that is not under the control of the body. 
Thus, more glucose must be produced to pre- 
vent death from hypoglycemia; and since life 
is at stake, conservative mechanisms are over- 
ridden and a negative nitrogen balance ensues. 
The mere threat of an insulin reaction is ade- 
quate to stimulate glyconeogenesis, and thus 
many a diabetic who has never had insulin 
reactions has been in negative nitrogen bal- 
ance for a long time. 

Therefore, we believe we redress the nitro- 
gen balance of our diabetic patients by two 
means: (a) a high protein diet, supplemented 
by Entozyme, to maintain a high level of ex- 
ogenous protein intake; and (b) diminution 
of protein catabolism by, (1) encouraging a 
moderate hyperglycemia to minimize protein 
wastage for glyconeogenesis, and (2) elimina- 
tion of acetonuria. The reduced requirement 
of insulin is to be explained by: (a) a moderate 
hyperglycemia allows the same amount of in- 
sulin to burn more sugar; (b) insulin being a 
protein hormone, redressing protein intake 
and providing a means for its digestion may 
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stimulate the islet cells to make insulin in 
greater amounts. 

The title, “Hyperglycemia—The Diabetic’s 
Best Friend,” possibly should have been, 
“Protein—The Diabetic’s Best Friend,” but 
was chosen deliberately to emphasize an im- 
portant point. No one could reasonably quar- 
rel with the prescription of a high-protein, 
low-fat diet, nor with the prescription of En- 
tozy.ae which is not a drug, merely a dietary 
supplement which must be given in conjunc- 
tion with an adequate protein substrate. 

However, adherents of the “chemical” 
school criticize hyperglycemia on the basis of 
statistical studies which indicate a positive 
correlation between hyperglycemia in uncon- 
trolled diabetes and the increased incidence of 
acidosis, delayed wound healing, increased 
susceptibility to infection, increased arterio- 
sclerosis and increased insulin requirements. 
But, a positive statistical correlation does 
not imply a causal relationship, and since I 
have shown that hyperglycemia has certain 
positive advantages, let us reconsider the 
statistics. 

The work of Tolstoi indicates that provided 
ketosis is prevented, hyperglycemia does not 
increase the incidence of acidosis, nor does it 
increase the insulin requirements, nor delay 
wound healing nor increase susceptibility to 
infection. We are left with two arguments: 
(1) that hyperglycemia is “unphysiologic,” and 
(2) that it increases arteriosclerosis. 

(1) Granted that sustained hyperglycemia is 
“unphysiologic,” acidosis and ketosis are twice 
as unphysiologic, and dangerous besides. 
Blood levels of penicillin are “unphysiologic” 
but they are used to fight the pneumococcus. 
It is my contention that so long as acetonuria 
is absent we can tolerate the “unphysiologic” 
aspects of hyperglycemia without alarm in 
order to combat ketosis. We should like, 
therefore, to propose a new criterion for the 
control of the diabetic syndrome, namely, the 
absence of acetone from the urine. 


(2) Statistical studies do show a positive 
correlation between hyperglycemia in uncon- 
trolled diabetics and the premature incidence 
of arteriosclerosis. But a positive statistical 
correlation does not necessarily imply a causal 
relationship. In 4 instances Tolstoi has 
shown, and I have confirmed it, that provided 
ketosis is controlled there is no positive statis- 
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tical correlation between hyperglycemia and 
the diabetic complications thought formerly 
to be related to high blood sugar levels. 
Though I have not had 20 years’ experience, 
it is not unreasonable to deduce that hypergly- 
cemia per se is not causally implicated in 
arteriosclerosis. 

Tolstoi does have 20 years’ experience, and 
reports no positive correlation between hyper- 
glycemia and arterial degeneration, provided 
ketosis is controlled. I know of no other valid 
statistical study in which hyperglycemia was 
permitted while ketosis was controlled. Re- 
gardless of how one may “feel, or think, or 
believe,” the factual scientific data available 
at the present time do not indicate that 
hyperglycemia, per se, does the diabetic any 
harm. On the contrary, the data reported in 
this paper are evidence that it is, in fact, the 
diabetic’s best friend. 


Summary 


1. A new program has been presented for 
the clinical management of diabetes mellitus, 
which incorporates modern knowledge of the 
basic chemistry and pathologic physiology of 
the disease. This program includes: 

(a) Administration of just enough insulin 

to prevent acetonuria. 

(b) A high-protein, low-fat diet. 

(c) Oral administration of digestive en- 
zymes (Entozyme Tablets), along with 
an appropriate substrate. 

2. Application of this modern program in 
treating a series of 200 diabetics has, in the 
past 2 years, resulted in clinical improvement, 
diminished complications, decreased insulin 
requirements, decreased albuminuria and de- 
creased serum cholesterol. 


3. An hypothesis is advanced that the 
premature atherosclerosis and arteriosclerosis 
encountered in diabetics result primarily from 
distorted protein metabolism coupled with a 
high fat intake. 


4. The results reported in this paper sug- 
gest that the application of the program de- 
scribed helps to correct the disturbance in 
protein metabolism and may eventually de- 
crease the incidence of diabetic complications. 


5. While these observations cover neither 
sufficient patients nor a long enough period of 
observations to warrant definite conclusions, 
it is felt the data strongly suggest some im- 
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portant, practical points in the management 
of the diabetic. Patients feel well and look 
well; they carry on the activities of daily life 
with a minimum disturbance due to their dis- 
ease. Thus far, there is no reason to hope that 
they will continue to do so, not only for the 
diabetic life span, but for the normal one. 
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Discussion (Abstract) 


Dr. Walter W. Sackett, Jr., Miami, Fla. For over 8 
years I have been so convinced of the undesirability 
of anything over the minimum amount of fat in the 
average diet that I have been intent in trying to im- 
press this idea on the patient. Therefore, you can be 
sure I have accepted this new viewpoint of the treat- 
ment of diabetes with enthusiasm; in fact, I now 
realize that for years I have been gradually sidling 
over to it because of the subconscious knowledge that 
the average diabetic in general practice makes a poor 
follower of the so-called “strict control regimen.” It 
dawned on me rather clearly that even though there 
was a derangement of sugar metabolism in the diabetic 
body, a high percentage of his troubles, whether it be 
the temporary acidosis or the onset and development 
of the degenerative processes, resulted directly from 
the poor handling of fats within the organism. 


Exposed in the thirties to the teachings of Woodyatt, 
I was indoctrinated with the rigid control of glycosuria 
and the administration of diets liberal in fats,—the 
butter, eggs, cheese and the half milk half cream 
routine. Even our clinic patients, many of them illiter- 
ate, not a few non-English speaking, were instructed 
in rigid diets, lent food scales, taught emergency sched- 
ules for excessive sugar, acidosis as well as thoroughly 
instructed in sugar testing. Well do I remember the 
Syrian on whom I felt the hour and a half of tedious 
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instruction had been well spent, sticking his head 
around the corner of my clinic cubicle, holding aloft 
the bottle of purplish Haines solution and exclaiming 
“One haf a teespoonaful tree times a day, eh Doc?” 

These hard and fast rules of diabetic control seemed 
to fade with the passing of the sternly ruled clinic pa- 
tient, the advent of the more reluctant private patient 
and the receding of the almost hypnotic influence of 
Woodyatt, and yes, Joslin. On the whole the competent 
among us have done a good job taking care of the 
diabetic in a practical and workmanlike manner. Yet, 
we realized, all along, that if we saved the patient 
from the effects of the insidious damage of insulin 
shock and of the varying bouts with acidosis, he would 
fall prey to one of the degenerative diseases. We 
salved our consciences when we encountered statistics 
showing a positive correlation between hyperglycemia 
and atherosclerosis in diabetes, knowing at the same 
time that one of the important findings in diabetes 
was a hypercholesteremia. 


Over the years I have been confronted by not a few 
diabetics offering hopefully some clipping, usually in 
the form of an advertisement, proclaiming that no 
longer was insulin necessary to the diabetic. As I 
chided and upbraided each of them little did I think 
that the proposed substitute, usually some sort of 
digestive agent, could well have been the seed that 
might have sprouted much earlier into Dr. Lowen- 
stein’s high protein diet with the use of the much 
more physiologic Entozyme. Truly I have humbly 
apologized to a 70 year old man who recently lost his 
leg under a regimen of rigid control. This patient had 
the double misfortune of being discovered a diabetic 
in my first year of practice as well as of being a most 
cooperative and conforming patient. With an equally 
honest intent I congratulated the noncooperative and 
sugar-spilling Mrs. S. of a like age who meticulously 
broke all appointments for blood sugar determinations 
and who, quite recently, exhibited upon examination 
all the traits of a physically sound woman. My more 
recently acquired patients have been treated much 
more liberally with subsequent better results and 
happier patients. 


Geographically and hospital-wise I have worked 
rather close to Dr. Lowenstein; by that I do not mean 
to infer that I have actually participated in his most 
unusual program but I have had the opportunity to 
view his patient results. The success which his work 
has elicited, I trust will be met by an equal success in 
placing his story before the medical profession as he 
seeks to crystalize the thinking of such crusaders as 
Peters, Tolstoi, Soskin as well as himself. 


We are all agreed in the feeling that insulin was one 
of the greatest discoveries in medicine, and the dead 
patient, if here might add, “and one of the most un- 
fortunate.” He would stoutly maintain that, unlike 
the fact that tetanus antiserum proved to be no deter- 
rent in tetanus research, nor the sulfas in pneumonia, 
nor the Sippey diet in the management of peptic 
ulcers, insulin has deterred both thinking and progress 
in the treatment of diabetes. 


| 
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Aneurysm of the Renal Artery: 


Report of Two Cases* 


CHARLES M. NORFLEET, JR., M.D., and 
HOWARD E. STRAWCUTTER, M.D.,+ Winston-Salem, N. C. 


The authors have collected the published cases of a rare lesion and have added two 
of their own. Symptoms and treatment have been discussed. 


CoMPREHENSIVE REVIEWS of the literature on 
renal artery aneurysm were presented in 1932 
by Mathe,! in 1943 by Lowsley and Cannon,? 
and in 1944 by Lazrus and Marks.* In 1951, 
Abeshouse* reported 2 cases, and surveyed the 
literature, finding 115 cases of aneurysm of 
the renal artery. Eighty of these were identi- 
fied as true aneurysms and 35 were regarded 
as false or organized hematomas. About this 
time, Burket® published a comparative sur- 
vey of 52 true aneurysms, including one case 
of his own. Since Abeshouse’s presentation, 
24 additional cases of true aneurysm of the 
renal artery have been reported. As shown 
in table 1, the 2 new cases reported here 
bring the total to 106. 

Three patients having aneurysm of the 
renal artery have been treated by operation 
in our hospital within the past two years. 
The first, an aneurysm which ruptured dur- 
ing pregnancy, was undiagnosed preopera- 
tively. She was treated by nephrectomy, sur- 
vived and is doing well. This case, the first 
such case reported to survive, has been pub- 
lished with a review of ruptured renal aneu- 
rysms in pregnancy by Burt and associates.® 
The other 2 cases are reported at this time. 
The first patient was found to have calcified 
aneurysms of the splenic artery, and the left 
renal artery, with small uncalcified intra- 
renal aneurysms in the right kidney. The 
second patient had an asymptomatic aneu- 
rysm of the left renal artery discovered in 
the course of an evaluation of hypertension. 

Case 1. (NCBH 217 424). A 65 year old woman, 
first seen November 29, 1955, gave a 23 year history 


*Read before the Section on Urology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

tFrom the Department of Urology, Division of Surgery, 
the Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, N. C 


of pain in the side of her left back. The pain was 
described as dull, aching, or throbbing, “as if there 
is a boil inside,” and was not altered by change of 
position. She reported taking salicylates daily for eight 
years. Her pain had been increasing in severity for the 
past 4 years and had now produced disability. The 
patient had been hospitalized elsewhere 7 years prior 
to admission, at which time a diagnosis of echino- 
coccal cyst of the left kidney was made. Five weeks 
prior to admission, she was again hospitalized else- 
where because of left back pain and diarrhea. 


Physical Examination. The blood pressure was 
138/70. The remainder of her examination was normal 
except for deep tenderness in the left abdomen. 

Laboratory and Special Studies. Hemoglobin was 
11.9 Gm., WBC 5,000, BUN 22, and P.S.P. excretion 
57% in two hours. 


Plain x-ray film of the abdomen disclosed three 


FIG. 1 


Calcification shown in the region of left kidney and spleen. 


t 
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rounded calcifications in the ieft upper quadrant with 
some scattered calcifications in the right abdomen 
(Fig. 1). The lesions in the left upper quadrant, 
thought to be aneurysms of splenic and renal arteries, 
were further demonstrated by pyelography, figure 2, 
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perirenal air insufflation and aortography (Fig. 3). 
The latter demonstrated two aneurysms in the course 
of the splenic artery, one in the area of the left 
renal hilum, and probably several small uncalcified 
aneurysms within the right kidney. 


TABLE 1 


Date 
Number Author Mo. Year 
81 Burket, J. A. 1952 
82 Zummo 1952 
83 Salmon, M. 1 1953 
84 Chamberlin, H. A. 3 1953 
85 Hughes 4 1953 
86 Hack, R. W. 5 1953 
87 Shapiro, D. 1953 
88 Von Ronnen, J. R. 5 1953 
89 Von Ronnen, J. R. 5 1953 
90 Baker, W. J. 7 1953 
Sztaba, R. Q 1953 
91 Schulze 1954 
92 Antipa, M. A. 5 1954 
93 Goldfarb, M. 5 1954 
94 Leger, J. L. 6 1954 
95 Pitkanen, A, 1955 
96 Begner, J. A. 4 1955 
97 Curbelo, P. G. 4 1955 
98 Saegesser, F. 4 1955 
99 Hock, E. F. 5 1955 
100 Pastor, B. H. 5 1955 
Schwartz, J. W. 6 1955 
101 Heidenblut, A. 12 1955 
102 Baurys, W. 1 1956 
103 Baurvs, W. 1 1956 
104 Burt, R. L. 3 1956 
105 Norfleet, C. M., Jr. 
106 Norfleet, C. M., Jr. 


Comment 
41 year old female with gallstones; right nephrectomy. 


24 year old woman, 7 mos. pregnant; abruptio, died 10 days after 
section; left aneurysm. 


13 year old girl; left; massive hemorrhage; died. 


40 year old man; aneurysm of accessory left artery removed; kidney 
not disturbed 


Diagnosed preoperatively by arteriography. 


33 year old woman, 8 mos. pregnant; 
operatively, laparotomy; died. 


year old woman; right; diagnosed preoperatively. 


year old woman; right; diagnosed preoperatively; right neph- 
rectomy (also splenectomy for aneurysm). 


left; not diagnosed pre- 


65 
62 


74 aed old woman; right; diagnosed preoperatively; surgery re- 
used. 

24 year old woman, 6 mos. postpartum; left; not calcified; not 
diagnosed; nephrectomy. 

10 day old; massive hemorrhage; diagnosis in question. 

59 year old woman; diagnosed preoperatively by aortography- 
nephrectomy. 

57 year old woman; left; diagnosed preoperatively; calcification; 
nephrectomy. 

57 year old woman; right; diagnosed preoperatively; nephrectomy. 

53 year old woman; right; diagnosed preoperatively; nephrectomy. 


Report of a case. 

49 year old woman; left; diagnosed preoperatively; nephrectomy. 
33 year old woman; left; diagnosed preoperatively; nephrectomy. 
Spontaneous rupture of aneurysm of renal artery. 


8 year old girl; hypertensive encephalopathy; nonfunctioning right 
kidney; nephrectomy; cured. 


36 year old man; hypertensive; right nephrectomy; defect in aorta 
closed. 
A-V fistula; following nephrectomy with mass ligation of 
pedicle. 
X-ray Diagnosis—Not operated upon. 
46 year old woman; preoperatively diagnosed, 
culus,”” operated on; aneurysm removed. 
73 year old woman; diagnosed; left; not operated. 
44 year old woman, Para 10, 8 mos. pregnant; not diagnosed; 
stillbirth; left aneurysm ruptured; not diagnosed; lived. 


65 year old woman; diagnosed, left renal and splenic arteries; 
nephrectomy and splenectomy. 


56 year old woman; left; diagnosed; nephrectomy. 


“Right Renal Cal- 


ADDITIONAL REFERENCES TO TABLE 1 


Aneurysm of the Renal Artery; Presentation of a Case, Union 
med. Canada 83:634, 1954. 


Antipa, M. A.: Aneurysm of the Renal Artery, Stanford M. Pastor, B. H., Myerson, R. M., Wohl, G. T., and Rouse, 
Bull. 12:85, 1954. Pe We Hypertension Associated with Renal Artery Aneurysm 
Atkinson, R. L.: Aneurysm of the Renal Artery, J. Urol. and Relieved by Nephrectomy, Ann. Int. Med. 42:1122, 
72:114, 1954. 1955. 

7 Pitkanen, A. L.: Aneurysm of the Renal Artery; Case Report 
B Jus N. ys tery; Ca’ port, 
N. I.: A Ruptured Intrarenal 71:334, 1955. Excerpta Medica, Surg. 9:1074, 
omg JL A.: Aortography in Renal Artery Aneurysm, J. Saegesser, F., and Pahud, J. J.: Renal Apoplexy; Spontaneous 
rol. 73:720, 1955. Intrarenal and Perirenal’ Hematoma from Rupture of an 
Curbelo, P. G.: Aneurysm of the Renal Artery; Report of Aneurysm of a Branch of the Renal Artery, Rev. med. Suisse 
One Case, Bol. Asoc. med. Puerto Rico 47:153, 1955. Rom. 75:273, 1955. 


Goldfarb, M., and Tankin, L.: Aneurysm of the Renal Artery; 


A Case Report, J. Mt. Sinai Hosp. 3:42, 1954 


It. 


Excerpta Medica, Surg. 10:259, 1956. 
Salmon, M., Trifaud, A., Bimar, J. G., and Aubrespy, Sedat: 
Rupture of Aneurysm of Renal Artery in a Child, Marseille 


A Left chir. 5:89, 1953 
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Aneurysm (added one case—not operated), Fortschr. 
Réntgen-strahlen 83:868, 1955. Excerpta Medica-Radiol. 10: 187, Shapiro, D.: Abdominal Aortography: With an 


1956. 


Hock, E. F., and Jones, E. M.: Aneurysm of the Renal Artery 
Child. 89:606, 


Causing Hypertension, 
1955. 

Hughes, F. A.: 
Arteriographical Findings, Arch. espan. urol. 
cerpta Medica-Int. Med. 8:918, 1954. 


Leger, J. L., Michon, J., Bourgeois, 


A.M.A. Am, J. Dis. 


9:83, 


P., and Belisle, M.: 


Aneurysm of the Renal Artery; Operative 
1953, Ex- 


Analysis of 17 Cases, Radiology 60:1, 
Schwartz, J. W., Borsk, A. A., and Jahnke, E. J.: 
Arterio Venous Fistula, Surgery 37:951, 1955. 

Sztaba, R., and Walentynowicz-Stanczyk, R.: Hemorrhagic 
Aneurysm of the Kidney and Adrenal in a Ten Day Old 
Infant, Polski tygodnik lek. 8:1361, 1953. 

Zummo, B. P., Williams, P. C., and Vznanski, M.: Retro- 
peritoneal Hemorrhage Complicating Pregnancy, Surg. Gynec. 
& Obst. 95:513, 1952. 
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FIG, 2 


Pyelogram showing relationship of renal and splenic calcifi- 
cation to renal pelvis. 


On December 13, 1955, through a combined thoraco- 
abdominal incision, left nephrectomy and splenectomy 
were done. Both large aneurysms were clearly visual- 
ized, and both had palpable bruits. The splenic artery 
was noted to be quite tortuous and sclerotic. The 
incision was closed with thoracotomy water-seal drain- 
age tube which was removed on the third postoperative 
day. The patient’s postoperative course was uncom- 
plicated except for transient atelectasis of a small 
portion of the right lung. Sutures were removed on 


FIG. 3 


Aortogram. Left renal and splenic artery aneurysms clearly 
shown. Note rounded areas over right kidney interpreted as 
small aneurysms. 
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FIG. 4 


Aneurysm of renal artery deep in the renal sinus, lying 


above the pelvis. Splenic artery aneurysm lies separate from 
the renal specimen. 


the sixth postoperative day and she was discharged 
on the ninth postoperative day. She volunteered dur- 
ing the immediate postoperative period that in spite 
of incisional pain, she could tell that the original 
back pain was gone. Gross study of the specimens 
confirmed the preoperative diagnosis (Fig. 4). 

Case 2. (NCBH 219 483). A 56 year old woman 
was admitted to the Medical Service for evaluation 
of a hypertension (210 systolic) found on routine 
physical examination. The patient was asymptomatic 
except for occasional headaches and mild nervousness. 

Physical Examination. The blood pressure was 
180/90 (arm) and 240/120 (leg). Weight was 153 
pounds. Examination of the heart revealed a Grade 
I-II apical systolic murmur and Grade I aortic systolic 
murmur. 


Laboratory and Special Tests. The hemogram, 


urinalysis, S$.T.S., blood sugar, BUN, benzodioxane 


FIG. 5 


Shows single calcification in the left renal area, overlying 
twelfth rib. 


{ 
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FIG. 6 


Relationship of aneurysm to left renal pelvis. 


test, chest x-ray and EKG were all normal. A Fishberg 
concentration test reached a specific gravity of 1.025. 

An excretory urogram disclosed a 1 cm. calcification 
over the medial portion of the left kidney (Figs. 5 
and 6). On the lateral views the calcification was 
seen anterior to the margin of the vertebra suggesting 
an aneurysm of the left renal artery. The patient’s 
blood pressure fell during the four day period of 
rest in the hospital to 130/90. On February 4, 1956, 
left nephrectomy was done through a standard flank 
incision. Prior to clamping the pedicle the nodule 
was demonstrated on the renal artery and had a 
palpable bruit. Her postoperative course was uncom- 
plicated and she was discharged on the seventh post- 
operative day. During the day of operation and the 
first two postoperative days the blood pressure varied 
from 150 to 200 systolic and 90-100 diastolic. At the 
time of discharge her blood pressure was 130/80. 
Since that time the patient's blood pressure has re- 
turned to a level found on admission, namely 180/90. 
It has not again reached the previous high of 210 
systolic. 


Discussion 


Most authors agree that the treatment of 
aneurysms of the renal artery should be sur- 
gical rather than conservative because of the 
good postoperative statistics in cases of ex- 
cision, and the generally poor results in emer- 
gency surgical attack following spontaneous 
rupture. Abeshouse* states that nephrectomy 
is the operation of choice in most cases and 
should be done as early as possible. He men- 
tions the policy of watchful waiting only to 
condemn it. He acknowledges that a conser- 
vative operation designed to preserve the in- 
tegrity and continuity of the renal artery 
might be feasible, but admits further that 
small true aneurysms produce little or no 
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change in the kidney and rarely undergo 
spontaneous rupture. 

Some authors go so far as to state that 
surgical excision, as soon as the diagnosis is 
made, is not only indicated but is mandatory. 

Von Ronnen,’ in his excellent discussion 
of the radiographic diagnosis of aneurysms 
of splenic and renal arteries, proposes certain 
criteria for those patients with aneurysm who 
might safely be watched without surgical in- 
tervention. These are as follow, if the aneu- 
rysm: (1) is small (size of cherry or smaller); 
(2) has complete calcification of the wall ex- 
cept at the area of communication with the 
artery; (3) is asymptomatic; (4) is not asso- 
ciated with severe hypertension; and (5) is 
found in a female beyond the childbearing 
age. 

Chamberlin’s® case report was of an aneu- 
rysm in an aberrant renal artery. This artery 
was no longer patent, and removal of the 
aneurysm was sufficient; the kidney was left 
in situ. Baurys and Wentzell® likewise re- 
ported the removal of an aneurysm without 
nephrectomy. Preserving the kidney by re- 
anastomosis of the vessel or closure of the 
vascular defect by any grafting procedure 
would certainly seem desirable. The major 
difficulty stems from the very short section 
of artery available for manipulation and re- 
pair. 

We should like to comment briefly on the 
use of aortography. One of the two patients 
reported here had a translumbar aortogram. 
While this is by no means a common diag- 
nostic procedure in our hospital, it is obvious 
that the multiple small aneurysms of the right 
kidney could have been diagnosed in no other 
way. Aortography confirmed the splenic and 
left renal aneurysms, but this diagnosis was 
established prior to this procedure. We feel 
sure there are instances in which it is needed 
for complete diagnosis, but in the majority 
of instances it is unnecessary. 

The distribution of aneurysms between left 
and right side seems almost equal in these 
recently reported cases. 


Summary 
Two cases of true aneurysm of the renal 
artery are presented, one associated with aneu- 
rysms of the splenic artery, preoperatively 
diagnosed and treated by nephrectomy. 
The number of cases of aneurysms of the 
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renal artery reported in the literature have 
been reviewed and brought up to date, with 
a total of 106 cases. 
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Discussion (Abstract) 


Dr. Perry D. Melvin, Miami, Fla. I enjoyed this 
excellent presentation of a condition which most of 
us never have the privilege of seeing or treating, be- 
cause of its rarity. 

Aneurysm of the renal artery is so uncommon that 
the diagnosis is usually made at the time of opera- 
tion or autopsy, for the simple reason that most 
urologists fail to consider it in their differential diag- 
nosis. In fact, when one analyzes the recorded cases 
in the literature, there is certainly not much that is 
helpful diagnostically in the symptomatology. Some 
symptoms, however, are fairly common to this condi- 
tion and we find that pain is mentioned in about 
half of the cases, hematuria in about 35%, and a 
mass in the loin in about 25 per cent. About 10 or 
15% have hypertension, while a bruit is noted in only 
about 10 per cent. 

Unfortunately, pain, which is the most common 
symptom, is usually present only after the aneurysm 
has ruptured and begun to leak. This creates a so- 
called false aneurysm which may vary in size from 
that of an orange to masses filling the abdomen. 
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A systolic bruit or pulsation, when present is, of 
course, diagnostic. 

The hematuria mentioned in these cases means that 
either the aneurysm has ruptured or may result from 
renal thrombi with subsequent renal infarction. The 
hematuria may be microscopic or it may be ex- 
sanguinating. 

About 25% of the reported cases in the literature 
have shown calcification in the wall of the aneurysm, 
giving the typical diagnostic signet ring type of shadow 
which we have seen illustrated today. This leaves the 
other 75% of cases of renal aneurysm with no typical 
x-ray findings, and a set of symptoms which can be 
duplicated by other types of renal disease. 


In the older literature on this subject, trauma was 
prominently mentioned as a causal factor in renal 
artery aneurysm. However, it is generally believed 
now that disease or a congenital defect of the artery 
is a predominant causal factor in renal aneurysm and 
that trauma, when it occurs, merely converts the true 
renal aneurysm into a false aneurysm, or one that is 
leaking its contents. It is certainly doubtful that 
trauma per se to such a thoroughly protected part 
as a renal artery could ever produce a renal aneurysm. 


Syphilis, arteriosclerosis, periarteritis nodosa and 
congenital weakness of the arterial wall are usual 
conditions mentioned in the literature as of etiologic 
importance. The signet ring shadow which has been 
mentioned as being highly suggestive of renal artery 
aneurysm may also be present in other conditions 
such as calcified cyst of the kidney, pancreas or 
spleen, calcified abscesses or hematomas, some types 
of kidney stones, gallstones, calcified kidney tumors, 
or even in autonephrectomy. 

The symptoms of a ruptured renal aneurysm mimic 
closely those of a traumatically ruptured kidney, that 
is, loin pain, hematuria and clinical symptoms of 
blood loss, plus a palpable mass. 

The treatment of this condition, of course, is sur- 
gical and this usually means a nephrectomy, since 
the case not operated upon usually terminates fatally 
from ruptured aneurysm and subsequent hemorrhage. 


I would like to thank the authors again for the 
privilege of hearing and discussing their very interest- 


ing paper. 
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The Winged Scapula’ 


DONALD J. O'BRIEN, M.D., Florence, Ala. 


The author deals with the lesser degrees of winged scapula, its diagnosis and treatment. 


Introduction 


FROM THE SCANT ATTENTION paid to it, winging 
of the scapula might be considered a medical 
curiosity, to be noted in passing as a condition 
of little practical importance. A report by 
Johnson and Kendall! indicates that this con- 
dition may be much more frequent than is 
suspected, since they were able to collect 20 
cases of isolated paralysis of the serratus an- 
terior. A similar number of cases, found in the 
past five years in a relatively small urban area 
in Northwest Alabama, reinforces the notion 
that the winged scapula is to be seen and rec- 
ognized much more commonly than may have 
been thought. 


All of the patients in this series were able to 
completely elevate the arm, and in most cases 
there was no major disturbance in the scap- 
ulohumeral rhythm except for the winging of 
the scapula. None of these patients were 
thought to have a complete paralysis of the 
serratus anterior muscle. Furthermore, the 
classic test of thrusting against a wall with the 
outstretched arm to produce the winging did 
not reveal it at all. However, when the patient 
swung his arms sideways in abduction and 
elevation the winging was noted before abduc- 
tion was complete, and was most noticeable 
in the midrange of abduction as the patient 
slowly carried out this maneuver. In other 
cases the winging was best produced by for- 
ward flexion with slow raising and lowering of 
the arms to a horizontal position. This wing- 
ing could be increased by placing a small 
weight in the patient's hand. The opposite 
shoulder was always put through identical 
maneuvers as a check. Pain referred to the 
shoulder girdle region was often the present- 
ing complaint and was difficult to relieve 
until the true nature of it was found. 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fiftieth Annual Meet- 
ing, Washington, D. C., November 12-15, 1956. 


Anatomy and Physiology 


The serratus anterior muscle arises by many 
digitations from the upper eight or nine ribs 
at the anterior axillary line, and inserts along 
the vertebral margin of the scapula, especially 
at the inferior angle. The muscle fibers are 
closely applied to the chest wall. This muscle 
is supplied by the long thoracic nerve, a motor 
nerve for this particular muscle only, and is 
formed from the undivided anterior primary 
rami of the fifth, sixth, and seventh cervical 
nerves. The nerve traverses the neck behind 
the chords of the brachial plexus, extends 
downward to lie on the lateral aspect of the 
chest supplying individual branches to the 
muscle slips. The upper two rami pierce the 
scalenus medius and the lower root lies in 
front of this muscle. The nerve is relatively 
fixed by the scalene muscles and by its inser- 
tions into the serratus anterior. The serratus 
anterior plays its part in the complex syn- 
chronization of shoulder girdle motion when 
the upper extremity is being used. It keeps 
the shoulder blade closely applied to the chest 
wall and rotates the inferior angle of the scap- 
ula up and out when the arm is raised. Ken- 
dall and Johnson! state that the primary func- 
tion is to draw the scapula forward. 

DePalma,? quoting Inman, Saunders and 
Abbott, states that the serratus anterior has 
separate functions, the upper component of 
the muscle force couple rotating the scapula. 
This component consists of the upper portion 
of the trapezius, the levator scapulae, and the 
upper digitations of the serratus anterior. This 
unit passively supports the shoulder girdle 
and also elevates it. The inferior component 
of the force couple consists of the lower por- 
tions of the trapezius and the lower digitations 
of the serratus anterior. This component also 
acts as a scapular rotator, the trapezius relax- 
ing to allow the serratus muscles to contract. 
Movements of the chest wall have also been 
observed when the serratus anterior has been 
stimulated. 


il 
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Etiology 

The most common cause of the winged 
scapula is trauma, either acute or chronic. In 
some cases a toxic or infectious factor is pres- 
ent. The trauma may be due to the carrying 
of heavy weights on the shoulder. The term 
“Hod Carrier Shoulder” was derived to indi- 
cate this cause of winging. A fall on the 
shoulder blade, too, may produce winging. 
Mercer*® mentions that violent contractions of 
the scalenus medius muscle, which occur in 
swimming, boxing, cranking a car by hand, 
prolonged elevation of the arm as in painting 
a ceiling, or any excessive muscular move- 
ments of the arm can produce the deformity. 
Incomplete paralysis of the serratus anterior 
muscle may result from pressure on the long 
thoracic nerve by an osteochondroma on the 
ventral surface of the scapula.? Allergic reac- 
tion to tetanus antitoxin has been reported as 
producing the winged scapula without in- 
volvement of other muscles.* 

Berkheiser and Shapirot state that febrile 
diseases, such as typhoid, influenza, diph- 
theria, and puerperal sepsis, have been cited 
as causes. Prescott and Zollinger® describe two 
cases, one in which the patient lay prone with 
the arms outstretched, and another case 
thought to result by the patient propping 
himself on his elbows while lying prone. 


Symptoms 


In the patient with marked palsy of the ser- 
ratus anterior, there will be inability to ele- 
vate the arm!:%7 or inability to extend the arm 
forward. Overpeck and Ghormley® state this 
is the second most common symptom. None of 
the patients in the present series were unable 
to elevate the arm fully, although many noted 
weakness in doing so. The most common 
prominent symptom is pain. The pain usual- 
ly extends along the base of the neck and 
downward over the scapular and deltoid re- 
gion on the affected side. Uncommonly, there 
may also be pain at the vertebral margin of 
the scapula. Pain or tenderness over the ser- 
ratus digitations may also be present. 


In weakness of the serratus muscle, the in- 
ferior angle of the scapula is permitted to ro- 
tate medially. At rest, however, the vertebral 
border of the scapula may appear to be nor- 
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mal, as noted by Haymaker and Woodhall.'¢ 
This is particularly true in the incomplete 
palsies. 

In most of the patients seen in this series, 
the winging was best brought out by having 
the patient abduct and elevate with the arm 
sideways and to watch the vertebral border of 
the scapula as the patient slowly brought his 
arm down. Usually at some point less than 
90°, or in the horizontal position the winging 
became apparent. In other patients the limb 
was forward flexed, elevated and then low- 
ered to produce the characteristic winging. 
Chandler® shows excellent photographs of the 
winging visible in this position as well as in 
the position of abduction. In none of these 
patients was the winging well demonstrated 
by the classic maneuver of having the patient 
thrust his outstretched hands against a wall. 


Differential Diagnosis 


It is important to be sure that the muscle 
involved is the serratus anterior alone. For 
example, Haymaker and Woodhall'® show 
excellent photographs of the difference be- 
tween palsy of the serratus anterior and that 
of the trapezius. 

A careful search for involvement of the 
other muscles of the upper extremity or shoul- 
der girdle is necessary to rule out, for instance, 
muscular dystrophy. In one of the patients in 
the present series a diagnosis of poliomyelitis 
was made, although the only muscle involved 
was the serratus anterior. Because of a pain- 
ful arc of motion in one patient, the diagnosis 
of bursitis could have easily been entertained. 
In fact, Johnson and Kendall mention that 
subacromial bursitis may be the referring 
diagnosis. 

Herzmark!! points out the need to rule out 
round-back which is easily confused with the 
serratus palsies of milder degree described 
herein. One particular form of it only needs 
to be distinguished from the unilateral winged 
scapula. Round-shoulders producing the 
round-back appearance similar to the winged 
scapula are referred to here, and, in fact, the 
scapulas do wing at rest. As Pipkin’? shows, 
the spine itself has no deformity in this condi- 
tion. He states that adolescent flared ribs 
“start with round shoulders and winged scap- 
ula, then flared ribs, and finally depressed 
sternum.” 


: 
Diagnosis 
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FIG. 1 


Adolescent flaring of the ribs and winging of the scapula. 


Usually these patients are in a younger 
group. A further point of difference is that 
the winging scapulas in his patients are bilat- 
eral, whereas in the patients mentioned here 
the condition is on one side only (Fig. 1). 


Chandler® also mentions the need to differ- 
entiate dorsal scoliosis from the winged scap- 
ulae. He notes the “. . . unilateral prominence 
of the ribs, the lower and medial margins of 
the scapula,” but adds that the bone as a 
whole remains in contact and moves over the 
underlying prominences. It is also important 
to distinguish the lesser degrees of scoliosis, 
especially in the functional types (Fig. 2). 

Criteria for diagnosing the winged scapula 
would then include: (1) history of adequate 
acute or chronic trauma; (2) winging of the 
affected scapula in abduction; (3) pain on ab- 
duction or elevation; (4) inability to abduct 
and elevate;? (5) symptoms about the shoulder 
girdle; and (6) unilateral involvement with- 
out round shoulders or scoliosis. 


Treatment 


Treatment has been rather limited for 
many of the patients described here for the 
simple reason that many of the winged scap- 
ulas were diagnosed months, and in many 
cases years or decades, after the apparent in- 
jury, and because the patient has had relative- 
ly little disability from the ailment. Unless the 
patient is a manual laborer, little disability is 
found with the lesser palsies, and many pa- 
tients resist the prolonged wearing of a brace, 
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or muscle exercises for a condition they con- 
sider nondisabling. 


For those patients submitting to treatment, 
two procedures were followed: (1) the wearing 
of a scapular brace, and (2) the use of shoul- 
der girdle exercises. 


Initially, the brace shown by Johnson and 
Kendall was used. Recently, a modification 
has been tried. This modified brace consists 
of an aluminum semicircular band and an at- 
tached upright. From the upright, two flex- 
ible steel wires extend anteriorly and posteri- 
orly to end in a thoracic pad and a scapular 
cup, respectively. Riding of the two pads is 
restricted by a webbed belt which encircles the 
opposite side of the chest and is attached to 
each pad. This modification promises to pro- 
vide more adequate support of the inferior 
angle of the scapular. The exercises given 
were: (1) shrugging of the shoulders forward; 
(2) forward flexion and elevation of the ex- 
tended extremity against gravity; and (3) 
pushups from a standing position with the 
arm thrusting the body away from the wall. 


Electric stimulation has also been advised 
but apparently not intensively followed. 

Operative rather than consecutive treatment 
may be required. Three general types of op- 
erations may be done: (1) fixation of the 
scapula to the underlying ribs; (2) substitu- 


FIG, 2 


Mild structural scoliosis which must be differentiated from 
serratus palsy. 
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tion of the adjacent subscapular nerve for the 
long thoracic nerve; and (3) muscle trans- 
plants. 

The latter seem to provide the best opera- 
tive results. Overpeck and Ghormley® quote 
Santer and Hass as obtaining good results 
over long periods of time by transplanting the 
pectoralis major and teres major, respectively, 
to the digitations of the serratus anterior. 
More recently Herzmark? published an ac- 
count of a successful procedure in which he 
transplanted the rhomboids laterally. His re- 
sult was verified by pre- and postoperative 
photographs and would seem to be the more 
logical procedure, since the rhomboids act as a 
unit with the upper slips of the serratus 
anterior. 

Analysis of Cases 


An analysis is presented regarding sex inci- 
dence, age, duration, and handedness as well 
as causation. Twenty-eight cases of isolated 
incomplete paralysis of serratus anterior are 
reported. Twenty-one are males and 7 are in 
females. This difference in the sex distribu- 
tion, as compared to the series of Johnson and 
Kendall in which the sexes were equally rep- 
resented, may be explained by the greater 
likelihood of the male to be subjected to 
severe trauma. 

Fourteen patients have had the condition 
less than six months and 14 have had it longer, 
as determined by the history. 

Nineteen patients have right-handed in- 
volvement and 9 have a left-handed involve- 
ment. 

The age of the patients ranges from 16 to 
60 years. 

In 2 patients there was a history of an ‘in- 
jection of tetanus antitoxin prior to the symp- 
toms. In one patient the exact cause is specu- 
lative. In the remainder trauma offers the 
most likely explanation of the condition. 

In the youngest and the oldest patients the 
winging apparently has been present for many 
years. The 60 year old man states that he had 
difficulty with his shoulder since spinning a 
propeller on an aircraft in France in World 
War I. This patient has had difficulty with 
the left shoulder on occasion since then. The 
youngest patient had complaints referred to 
the left shoulder, and in the course of exami- 
nation a winging of the right scapula was 
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found. Upon direct questioning a history was 
obtained of a fall from a tree ten years before. 
This patient had no symptoms referred to his 
right shoulder although he played football 
and suffered a minor injury of the left 
acromioclavicular joint as a result. 

Six patients are wearing a scapular brace. 
In none of these patients has sufficient time 
elapsed to judge the extent of recovery. One 
patient has worn a shoulder spica and one 
patient has worn a canvas vest. It must be 
emphasized that none of these patients pre- 
sented more than a slight weakness of the ser- 
ratus anterior muscle. All had complete range 
of motion of the involved upper extremity. 


Conclusion 

The foremost conclusion from this series is 
the frequency of the condition as seen in an 
orthopedic office practice. Previously, it has 
been thought to be rather uncommon. The 
explanation seems to be that in these milder 
degrees of involvement of the serratus ante- 
rior, the classic test, of thrusting the hands 
against the wall with the elbows extended, 
does not reveal this deformity. If elevation 
and descent of both extremities is observed 
from behind, the winging becomes most ap- 
parent during the range of descent beyond the 
horizontal position. Although Haymaker and 
Woodhall specify only the pushing test for 
showing weakness of the serratus muscle, they 
do show a photograph using the same maneu- 
ver mentioned here, and Chandler does also. 


Many contributors have actually used pho- 
tographs of the patient’s winging with the arm 
in the position of abduction, but they describe 
the push test as the one for diagnosis. In this 
series the examination of the shoulder in ab- 
duction has been found to be a much more 
accurate guide. By using this latter maneuver 
I firmly believe that many more cases of min- 
imal winging will be seen and appropriate 
treatment offered when symptoms warrant it. 


Case Reports 


Case 1. E. S., a 49 year old man, had involvement of 
the right upper extremity in Dec., 1952. As a dentist 
he had a difficult extraction in which he had to lean 
over the patient to remove the tooth. On the 2 follow- 
ing days he had pain in his right elbow and forearm 
and on the day after this had pain in his right shoul- 
der at the supraspinatus muscle. In the following week 
he had severe pain and marked limitation of motion 
of the neck, being relieved by several injections of 
Demerol and the use of head halter traction with 45 
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FIG. 3 


Case 10 (A) At rest the inferior angle of the scapula may be closer to the midline than that on the opposite side. Case 3 
(B) Winging is present in semi-abduction of the shoulder with upper extremity outstretched. Case 7 (C) Shows the normal 
position of the scapula with the arm elevated above the horizontal position. 


pounds of weight. X-ray studies of the spine showed 
considerable degeneration and proliferative changes. 
He was seen by Dr. George Carpenter, of Nashville, in 
consultation. Since 1949, the patient had a gradual 
weight loss of 40 pounds. A thyroidectomy in February, 
1955, was followed by a complete regain of all the 
weight. The winging of the scapula has almost com- 
pletely disappeared without specific treatment. 

Case 2. B. N., an 18 year old male, had complaints 
for 9 months duration. He had fallen down twenty- 
five steps and landed on his right shoulder. His pre- 
senting complaint was dorsal (interscapular) back pain 
to the right of the spine. He also had numbness and 
fatigue of the right upper extremity, especially upon 
holding his arm forward and outward, as in strumming 
his guitar, since the injury. This patient was given 
shoulder girdle exercises and a corset. 

Case 3. D. W. was a 37 year old man who, following 
a car accident had pain and aching in the dorsal spine 
and right supraspinatus region, and a sense of weak- 
ness on the use of the right upper extremity were the 
presenting symptoms. X-ray studies of the cervical, 
dorsal, and lumbosacral spine were negative. He is 
wearing a scapular brace at the present time and is 
doing shoulder girdle exercises (Figs. 3, B and 4). 

Case 4. L. H. is a 30 year old woman. Five years be- 
fore, while riding in a car which was struck from be- 
hind by another vehicle, she had a typical whiplash 
injury but did not consult a physician. She had stiff. 
ness and soreness of her neck for about four or five 
weeks. For the four or five months before she was 
seen, she had pain in her left arm localized to the lat- 
eral head of the triceps immediately below the deltoid 
insertion. A very interesting feature of this case is that 
as the examiner watches the arm descend into abduc- 
tion, and just as the winging appears the patient states 
that pain occurs in this area. This patient has no lecal 
tenderness about the supraspinatus tendon nor biceps 
tendon, nor has she any other restriction. The pain 
can be relieved by the examiner pressing his hand 
against the inferior angle of the scapula and holding 
it against the chest wall when the arm is raised and 
lowerrd. 


Case 5. G. A. is a 37 year old woman. Four days be- 
fore she had a whiplash injury, her car being struck 
from behind by another vehicle. She complained of 
pain in the right suprascapular area, and in the neck 
and had suboccipital pain. There was slight limitation 
of motion of her cervical spine; the right biceps reflex 


FIG. 4 


Case 3. The scapular brace with its scapular pad and the 
extension to the pectoral pad. 
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was slightly less than the left and the patient com- 
plained of decreased sensation to pinprick on the dor- 
sal aspect of the right forearm. X-ray films of her 
cervical spine were normal. She is doing shoulder 
girdle exercises. 


Case 6. J. R., a 17 year old boy, had pain in the area 
of the right clavicle and the anterior triangle of the 
right neck after blocking an opponent in football 
rather vigorously some 3 or 4 weeks before. He did not 
consent to treatment but made a spontaneous recovery 
without treatment, though he consulted a chiropractor 
for treatment. 


Case 7. K.S., a 47 year old man, had had symptoms 
for 16 Years. He was seen after he had fallen into a 
manhole, having caught himself on his outstretched 
arms at the axillas, and was found to have a chip 
fracture of the right tibial crest and periostitis of the 
right upper femur. He had landed initially on his 
shin, with his hip and knee sharply flexed, then slid 
further into the manhole and caught himself on both 
arms. The left axilla had received much more trauma. 
On examination, however, there was distinct winging 
of the right scapula when the arm was placed in 
abduction. The patient then stated that in 1940, he 
had swung his fist at a man coming through a door. 
He had missed his adversary and struck his knuckles 
of the right hand against the door jam, adding that on 
the following day he could not throw well overhand. 
Also, he had had some shoulder pain in the supra- 
spinatus region. Since then his only trouble had been 
inability to throw overhand very well (Figs. 3, C and 5). 

Case 8. Mrs. H. B. is 50 years old. She had wing- 
ing of the right scapula possibly of 34 years duration. 
The only injury had been a fall down the side of a 
gravel pit at the age of 16 years. The winging was 
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found in the course of a routine physical examination, 
after a complete tear of the extensor tendon of the 
distal interphalangeal joint of the right index finger. 

Case 9. Mrs. C. G. is 43 years old. Six and a half 
years ago after carrying her baby with her right hand 
for about 6 months, she had pain in the right shoul- 
der, though she does not recall much about her symp- 
toms except that the pain was localized in the deltoid 
region. A diagnosis of bursitis was made. Thereafter, 
she began carrying the baby with the left hand and 
noticed similar symptoms in the left shoulder, which 
have persisted intermittently since then. They became 
more pronounced after a fall from water skis in the 
past two years. The pain is localized in the supra- 
spinatus and deltoid regions. There is no localized 
tenderness nor limitation of motion of the shoulder. 
She recently has been taught shoulder girdle exercises 
(Figs. 6 and 7). 

Case 10. F. C. W., a 19 year old man had symptoms 
for 3 weeks. He fell through a hole in a freight car 
while unloading it, and complained of pain at the in- 
ferior angle of the right scapula. He is doing shoulder 
girdle exercises and is wearing a scapular brace (Fig. 
3, A). 

Case 11. Mrs. N. B. is 31 years of age. She had a car 
accident; the condition was diagnosed 22 months later. 
Her complaints were numbness of the left upper ex- 
tremity when holding the car wheel with her left hand 
for any prolonged period of time. She also complained 
of pain at the medial border of her left scapula. 

Case 12. G. B., a 30 year old man, complained of 
symptoms since 1951. There was pain between the 
pectoralis and latissimus on the left, and pain in the 
left shoulder region, i., the deltoid supraspinatus 
areas, and of pain in the serratus region on breathing. 


FIG. 5 


Case 7 (A) Shows winging in the middle range of abduction with the arm outstretched. (B) In the same 
lack of definite winging by the classic push test (hands thrust against a wall). 


patient, there is 
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FIG. 6 


Case 9 (A) Negative push test. (B) Winging is demonstrated by the resistive forward thrust by the patient’s shoulder. The 
examiner pushes backward with the palm of one hand on the shoulder, steadying the patient with the other hand on the 
back. (C) The degree of winging is shown by the examiner’s fingertips in the depression formed by the vertebral border of 


the scapula. 


He has had acute bouts of rather severe pain in 1951, 
again in 1954, and twice in 1956. On several occasions 
he had been golfing rather strenuously before the 
symptoms appeared. 

Case 13. R. H., a 31 year old man, developed pain of 
right shoulder girdle one week after an injection of 
tetanus antitoxin. This patient also had aortic insuf- 
ficiency from a ruptured Hufnagel valve this year. 

Case 14. T. M., a 54 year old man had reached very 
high overhead with his left hand to get down an article 
from the drug shelf some 6 to 8 weeks before. His 
symptoms were pain on elevation of the left shoulder 


FIG. 7 


Case 9. Winging of the left scapula is evident with the arm 
in midabduction. 


and pain in the left deltoid region. There were no 
signs of bursitis. 

Case 15. Mrs. E. L. is 28 years old. She awoke one 
morning 4 weeks before with numbness of her right 
upper extremity, having slept all night with her right 
upper extremity folded across her chest; she habitually 
sleeps in the prone position. Pain was present in the 
anterior right chest and the scalene area; she also had 
a painful arc of motion in the right deltoid area. ‘The 
winging was noticed after the shoulder girdle was ex- 
amined. The patient was referred with the presenting 
diagnosis of bursitis. 

Case 16. B. F., a 24 year old man, fell on his right 
shoulder 2 weeks before while rollerskating. He had 
pain in the right supraspinatus area. 

Case 17. R. M., a 16 year old boy, came in because 
of tenderness of the left acromioclavicular joint fol- 
lowing a hard block in football. In examining both 
upper extremities in motion, a winging of the right 
scapula was noted. Ten years previously he had fallen 
from a tree and landed on his head and right shoul- 
der. He denied ever having had trouble with his right 
shoulder. 


Case 18. Mr. M., age 54, had had symptoms for sev- 
eral weeks. He had a fracture of the sternal end of 
the right clavicle involving the sternoclavicular joint 
due to a fall. Approximately one-quarter inch of the 
sternal end of the clavicle was excised. Motion of the 
right upper extremity was started in about 2 weeks. 
At this time the patient complained of pain in the 
right suprascapular area on abduction and elevation; 
then the winging was noted. Almost complete recovery 
has been obtained with only shoulder girdle exercises. 


Case 19. C. D. H., a 38 year old man, had symptoms 
for 6 to 8 weeks. Pain in the right deltoid, supra- 
spinatus and infraspinatus region came on a couple of 
days after using a swingblade to cut grass all one after- 
noon. He admitted this was an unusual activity for 
him. He is wearing a scapular brace and has obtained 
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much relief from pain although he still has some 
winging; he is doing shoulder girdle exercises. Ap- 
proximately two months have elapsed since this man 
has been treated. 


Case 20. T. G. is a 33 year old man. Under direct 
questioning he stated that as a young boy he had a 
burn-sensation in his left shoulder region after chop- 
ping cotton all one day. He has had recurrent pain 
and burning sensation in the left shoulder girdle when 
he holds his left upper extremity in one position, as 
in driving. He also complains of pain at the medial 
angle of the left scapula, and has noticed an aching 
and soreness on occasion in the left lateral chest 
(serratus) area. 


Case 21. N. M., a 45 year old man, states that about 
20 years ago he was thrown from a mule and landed 
on his left shoulder. This information was obtained 
on direct questioning after the patient said that for 
the past 10 vears he has had pain in the left shoulder 
region when he shovels, lifts or uses a pitch fork. He 
can use an axe or maddox without trouble. He has 
obtained relief by placing his left hand on his iliac 
crest and elevating his left shoulder, and by placing 
his left hand on the wall. 

Case 22. Mrs. J. G. is 46 years old. This rather 
slight woman began having pain in the right supra- 
spinatus and salene region after lifting a 75 pound 
bulldozer battery 2 weeks previously. 

Case 23. J. L. A. is a 52 year old man. Seventeen 
months before he fell approximately 44 feet, incurring 
multiple rib fractures, a fracture of the right scapula, 
a compound comminuted fracture of the right olecran- 
on, and an avulsion fracture of the transverse process 
of C-7 on the right, and fractures of the transverse 
process of the second and third lumbar vertebrae, and 
undisplaced pelvic fractures. He was in prolonged 
severe shock, developed lobar pneumonia, and _ later 
homologous serum jaundice. He also had a “dropped” 
thumb and middle finger of the left hand without any 
sensory deficit of the left upper extremity or scapular 
area. There was winging of the left scapula which has 
diminished without any treatment except shoulder 
girdle exercise. 

Case 24. C. H. is a 31 year old man. His truck was 
struck by another vehicle 2 to 3 weeks before. He lost 
consciousness for several minutes, and suffered an 
acromioclavicular separation on the right, an incom- 
plete fracture of transverse process of C-7, and of the 
first rib on the right. The only sign of muscle in- 
volvement was the serratus anterior on the right. He 
was placed in head halter traction and used a cervical 
collar. He has had an almost complete recovery with- 
out further treatment beyond shoulder girdle exer- 
cises. 

Case 25. H. S., a 37 year old man, was given tetanus 
antitoxin for a laceration 3 weeks before. About 7 to 
10 days later he developed multiple swollen joints and 
a generalized urticaria. Then he developed pain and 
weakness of the right shoulder girdle in the supra- 
spinatus deltoid area, noticing that he had a peculiar 
sensation of a “giving way” of the shoulder blade on 
moving it in a certain direction. He made the diag- 
nosis himself by asking the examiner to look at his 
shoulder blade while he moved it certain ways. A 
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close associate, another engineer, was stricken with 
poliomyelitis at the same time. The examiner made a 
diagnosis of a winged scapula due to serum neuritis; 
an internist, called in consultation, advised the pa- 
tient be seen at a center for poliomyelitis in Birming- 
ham. The patient was immediately sent back from the 
Jefferson-Hillman Hospital, being told that he had a 
serum reaction and not poliomyelitis. 


Case 26. J. A., a 60 year old man, complained of 
pain in the left deltoid and pectoral regions on using 
his left upper extremity beyond the usual activities of 
his work as a funeral director. No signs of subdeltoid 
or subacromial bursitis could be found, but winging of 
the left scapula was noticed. The patient then stated 
that in swinging a propeller to start a plane in Tours, 
France, in World War I, the engine backfired jerking 
his left upper extremity. He has had intermittent 
symptoms since that time, but worse more recently. He 
did not accept treatment but said he would do shoul- 
der girdle exercises; apparently condition does not 
trouble him much. 


Case 27. Mrs. R. W., 32 years of age, was injured in 
a car accident, a whiplash injury of the neck, several 
days before. She complained of pain on motion of her 
neck, pain in the right interscapular region and the 
right trapezius. X-ray films of the dorsal, lumbar and 
cervical spine were negative, and no reflex nor sensory 
changes in the upper extremities were observed. This 
patient has done quite well and is recovering with 
shoulder girdle exercises and the use of a scapular 
brace. 


Case 28. H. H., aged 31 years, was feeding a 135 to 
150 lb. aluminum billet into the jaws of a mill 4 
months ago, when his right arm and neck were jerked 
forward as the billet was pulled from his grasp un- 
expectedly. He has had pain in the right neck and 
shoulder, and a sense of numbness of the right arm. 
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Discussion (Abstract) 


Dr. Maurice H. Herzmark, Washington, D. C. Dr. 
O’Brien is to be commended for presenting us with an 
interesting group of cases involving the scapula. We 
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TRAPEZIUS REPLACED AND SUTURES PLACED IN FASGIAL 
PORTION OVER RHOMBOID MUSCLES 


are accustomed to seeing such marked involvement of 
the scapulohumeral mechanism, with inability to ab- 
duct the arm and scapula, that the medial border 
moves so far from the ribs as to make the scapula seem 
at right angles to the back. The milder cases just de- 
scribed are often overlooked because the symptoms are 
not so dramatic as those with serratus anterior palsy. 
The minimal winging described in Dr. O’Brien’s series 
and his test is a valuable contribution, and should be 
kept in mind in examining patients complaining of 
weakness or pain about the shoulder girdle. 

The cases I have seen and treated did not respond 
to the conservative measures described by Dr. O’Brien 
and I have been forced to surgical measures far relief. 
In 1951,1 I described a surgical procedure which trans- 
plants the rhomboid muscles from the anterior edge 
of the scapula to the middle of the posterior surface of 
the scapula (Fig. 1). In two cases in which I have had 
the opportunity to use this procedure, it has proved 
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FIG. 2 


satisfactory. For those cases that fail to respond to 
supportive measures, I can recommend the transplant 
of the rhomboid muscles as a simple, and technically 
relatively easy procedure with an excellent chance of 
obtaining good restoration of function (Fig. 2). 


1. Herzmark, M. H.: Traumatic Paralysis of Serratus An- 
terior Relieved by Transplantation of Rhomboidei, J. 
Bone & Joint Surg. 33-A:235, 1951. 
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Leprosy as a Diagnostic Problem 
in Surgical Pathology: 


CHAPMAN H. BINFORD, M.D.,+ Washington, D. C. 


Leprosy is endemic in the South, especially along the gulf coast, and may appear among Mexicans 
in the Southwest. Even though the clinician may suspect it, often he must rely upon the path- 
ologist for confirmation. This paper calls attention to the lack of awareness of leprosy in 

our profession in whatever field, including the pathologist. 


IN HIS DAILY PRACTICE the surgical pathologist 
is expected by his clinical colleagues to pro- 
vide accurate diagnoses from the study of 
specimens of tissue obtained from any part 
of the human body. Among the innumerable 
diagnostic possibilities of which the surgical 
pathologist should be aware is leprosy. Dur- 
ing the past year 75 new cases of leprosy were 
diagnosed and reported in the United States. 
No one knows how many cases were missed. 

The examination of a biopsy specimen is 
of special value in the diagnosis and classifi- 
cation of leprosy, because there is but one 
other laboratory test, e.g., the examination 
of smears taken from the skin, that assists in 
establishing a specific diagnosis of this dis- 
ease. The Mycobacterium leprae has not been 
successfully cultured, nor has the disease been 
reproduced in any animal. The surgical path- 
ologist has the responsibility of diagnosing 
or suggesting leprosy in cases in which it is 
not suspected clinically, and of confirming or 
not confirming the diagnosis in cases diag- 
nosed clinically. 

The Sixth International Congress of 
Leprosy! held in Madrid in 1953 classified the 
disease in two major types—lepromatous and 
tuberculoid. For cases not falling into these 
major types the Congress provided two 
groups, (1) indeterminate, and (2) borderline. 

Although it is an oversimplification of the 
histologic features of leprosy, it may be said 
that a skin lesion of the lepromatous type 
characteristically demonstrates replacement of 
a part or all of the dermis by a delicately 
vascularized cellular infiltrate of macrophages, 


*Read before the Section on Pathology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


+Medical Director, USPHS; Chief, Leprosy Laboratory, 
Armed Forces Institute of Pathology, Washington, D. C. 


with or without vacuolization. These cells 
contain varying numbers of acid-fast bacilli 
which may replace the cytoplasm completely. 
Frequently the cell walls disappear, leaving 
rounded masses of bacilli, called globi. In the 
tuberculoid type the dermis is partially or 
wholly replaced by nodules composed of 
epithelioid cells, Langhans type giant cells 
and lymphocytes. The process may resemble 
Boeck’s sarcoid. Acid-fast bacilli are found in 
most patients with great difficulty or not at 
all. In cases of the indeterminate group there 
is no distinctive pattern; the histologic picture 
may be that of “chronic dermatitis.” The in- 
filtrate, which is usually minimal and _sur- 
rounds blood vessels, is made up of cells of 
the lymphocytic type. Cases of the borderline 
group have histologic features of both lep- 
romatous and tuberculoid leprosy. 


No attempt will be made in this paper to 
discuss comprehensively the many and varied 
histologic features of leprosy. Some of the 
diagnostic problems which have confronted 
surgical pathologists will be presented by 
means of six illustrative cases from the Leprosy 
Registry. 

Case 1. In the study of skin specimens 
the pathologist must realize that the early 
macules of leprosy are often histologically 
indeterminate and show only a banal mild 
lymphocytic infiltrate of the dermis. It may be 
possible, however, to establish a diagnosis of 
leprosy if satisfactory acid-fast stains are ap- 
plied to sections of such early lesions. The 
following case illustrates how a diagnosis of 
leprosy can be made from lesions showing 
only mild “chronic dermatitis.” 


(AFIP Accession No. 643022.) A white woman, 31 
years of age, noted a red, pruritic, generalized skin 


eruption 5 months before the first biopsy was done. 
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Suggested clinical diagnoses were lupus erythematosus, 
erythema multiforme, and parapsoriasis. A biopsy of 
the skin was done in October, 1953. The histopatho- 
logic diagnosis was chronic dermatitis. In March, 1954, 
another specimen of the skin of the back was sub- 
mitted, this time with the clinical diagnosis of parapso- 
riasis. The pathologist then made a diagnosis of 
chronic granuloma, adding the pertinent comment 
that the changes suggested tuberculosis, Boeck’s sar- 
coid, or tuberculoid leprosy. He concluded with the 
very significant opinion that “the distribution of the 
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lesion in relation to peripheral nerves is more sug- 
gestive of leprosy.” The slides were therefore sub- 
mitted in consultation to members of the Pathology 
Department of the New Orleans Public Health Service 
Hospital and to the staff, Armed Forces Institute of 
Pathology. A diagnosis of lepromatous leprosy was 
made in both laboratories. The histologic infiltrate 
was composed chiefly of lymphocytes, as it is in mild 
chronic dermatitis (Fig. 1, a and b), but the Fite- 
Faraco stain demonstrated a few clusters of acid-fast 
bacilli within the small intact nerves of the skin 


Case 1 (a) Armed Forces Institute of Pathology Accession No. 643022. Mild involvement of the dermis by lymphocytic in- 
filtrates. Hematoxylin and eosin stain, X 60. (b) Same, higher magnification, X 240. Case 1 (c) Fite-Cambre-Turner acid- 
fast stain of section shown in (a) photographed with green filter. The acid-fast bacilli are in a small dermal nerve (between 
arrows). Case 2 (d) AFIP Acc. No. 273934. H & E stain, X 60. The paler cells of the infiltrate are nonvacuolated ‘‘lepra’”’ 
cells. Although the histologic pattern is suggestive of lepromatous leprosy, only by the demonstration of acid-fast bacilli was 
a definite histologic diagnosis of leprosy made. 
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(Fig. 1, c). It was the latter observation that was 
responsible for the histopathologic diagnosis of lep- 
romatous leprosy. 


After the patient was admitted to Carville the 
diagnosis of lepromatous leprosy was confirmed 
clinically, and the course was typical of that form of 
the disease. 

Later, pathologists at the Armed Forces: In- 
stitute of Pathology were given the oppor- 
tunity of studying the specimen from the first 
biopsy on which the histologic diagnosis of 
chronic dermatitis had been made. The Fite- 
Faraco stain applied to sections from this 
specimen demonstrated acid-fast bacilli within 
small nerves. Had anyone thought of leprosy 
the diagnosis could have been made at the 
time of the first biopsy and treatment of the 
patient begun at least six months earlier. 

The predilection shown by Myco. leprae 
for the nerves of the skin, as well as for 
peripheral nerve trunks, is a constant feature 
of leprosy. In the early skin lesions of lep- 
romatous leprosy the bacilli may be found 
only in the small dermal nerves. They may 
be seen even in nerves of skin sections in 
which the inflammatory reaction is so slight 
that the pathologist cannot make any his- 
tologic diagnosis unless he identifies the organ- 
isms. In early lepromatous leprosy, bacilli 
within the stromal cells of small nerves cause 
little if any recognizable histologic change. 


Case 2. The skin changes of leprosy may 
vary greatly, mimicking lesions of many other 
diseases. The following case of severe but 
atypical lepromatous leprosy was observed by 
many physicians over a period of approxi- 
mately two years. Five skin specimens were 
studied by pathologists, but no suggestion that 
leprosy was considered was found in their 
reports. 


(AFIP Accession No. 273934.) A white man, 55 years 
of age, was first admitted to a general hospital on 
the Gulf Coast with fever, malaise, and an “ery- 
thematous nodular rash” of the face and arms. He 
was given penicillin and “sulfa” drugs. No specific 
diagnosis was made. He was discharged as improved. 
He returned to the same hospital 6 months later 
because his symptoms had recurred and the lymph 
nodes in his axilla and groin had enlarged. A biopsy 
of a skin nodule was reported as erythema nodosum. 


During the next 8 months he was admitted twice 
more to the same hospital. A second biopsy done on 
one of the nodules was reported as toxic dermatitis. 

The patient’s fifth admission to that hospital oc- 
curred almost two years after the first. At that time 
he complained of fatigue, loss of weight, fever and 
chills. It was noted that his nose had become de- 
formed and that the skin lesions were more numerous 
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and more widely distributed. Another biopsy was 
reported as consistent with nonsuppurative pannicu- 
litis. The pathologist then submitted material from 
all of the biopsy specimens to the Armed Forces In- 
stitute of Pathology. The reviewing pathologist sus- 
pected leprosy (Fig. 1, d). After sections were stained 
appropriately for acid-fast organisms, a diagnosis of 
lepromatous leprosy was made. 


Case 3. Another example of how diffi- 
cult the diagnosis of leprosy may be for 
both clinicians and pathologists is the follow- 
ing case. The patient, who in retrospect had 
diffuse, advanced lepromatous leprosy when 
first admitted, remained under observation 
in hospitals nearly four years before any- 
one thought of leprosy. During this time he 
was not isolated. Restudy of the material from 
biopsy specimens taken early in his hospitali- 
zation yielded evidence that contamination 
of his environment by organisms from his 
numerous lesions had been a constant possi- 
bility. 

(AFIP Accession No. 109810.) A 19 year old male 
Mexican was first studied in a hospital on the West 
Coast, where surgical biopsy of the sternum was done 
in May, 1944. In the clinical record that accompanied 
the specimen was the information that the patient had 
been observed for a purpuric condition for approxi- 
mately four months. The purpuric spots were chiefly 
on the extremities. The platelet count ranged from 
94,000 to 196,000. The result of a tourniquet test 
was positive. Because results of the Kahn and Wasser- 
man tests were positive, he was receiving anti- 
syphilitic treatment. The hospital pathologist reported 
the bone marrow as normal. The slides were sent in 
consultation to the Army Medical Museum (now 
Armed Forces Institute of Pathology) where the re- 
viewing pathologist agreed with the diagnosis of the 
hospital pathologist. 


In June, 1944, biopsy of a “purpuric” lesion of 
the right lower leg was performed. It was noted in 
the clinical record that the lesions first appeared to 
be purpuric but later became gangrenous. Laboratory 
studies had revealed vitamin C deficiency. The histo- 
pathologic diagnosis was obliterative endarteriolitis 
with necrosis of the skin. A comment from the re- 
viewing pathologist at the Army Medical Museum 
contains the following statement: “From the changes 
in the arterioles one wonders if we are dealing with 
a form of profuse vascular disease of the sort one 
sees in rheumatic purpura.” 


In August, 1944, when the patient had been under 
treatment for syphilis 4 or 5 months, granulation 
tissue in the base of a healing ulcer was removed 
for histopathologic examination. At this time the 
clinician suggested the diagnosis of blastomycosis. The 
pathologist reported endarteritis. 

The patient remained in hospitals from 1944 until 
1947 without further clarification of his underlying 
disease. In November, 1947, tissue was excised from 
the nasal septum and sent to the laboratory with the 
comment “large cartilaginous septal perforation, rule 
out Hansen's disease.” The pathologist, observing 
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numerous acid-fast bacilli within foamy macrophages, 
made a diagnosis of lepromatous leprosy. In March, 
1948, the patient was sent to Carville. 


Through follow-up studies on cases with 
the original diagnosis of purpura, made by 
the American Registry of Pathology in 1951, 
it was learned that the patient had leprosy. 
Re-examination of material from the 1944 
biopsy specimen revealed that a diagnosis of 


FIG. 
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leprosy could have been made at that time. 
In Fite-Faraco stains of the bone marrow sec- 
tions, acid-fast bacilli were seen in a minute 
granuloma. Similar staining of skin ulcers 
which had been interpreted as arteritis re- 
vealed numerous intracellular acid-fast bacilli 
within the walls of the thickened blood ves- 
sels (Fig. 2, a and b) and others within the 


7 


infiltrate. (b) Same section as (a); acid-fast stain, green filter, X 630. Note the obliterative vasculitis and discrete or clus- 
tered acid-fast bacilli in thickened wall. Case 4 (c) AFIP Acc. No. 568686. H & E stain, X 75. Tuberculoid leprosy, major 
type. Diffuse epithelioid cell granuloma with many giant cells. Case 5 (d) AFIP Acc. No. 590762. H & E stain, X 36. Caseous 


necrosis, large nerve, upper leg. 
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Case 3 (a) AFIP Acc. No. 109810. H & E stain, X 160. Note the small thick-walled vessels and indistinctive lymphocytic 
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fibroblasts that made up the granulation tis- 
sue in the floor of the ulcers. 


This patient demonstrated the so-called 
“Lucio phenomenon”? which may occur in 
patients of Mexican origin. In this form of 
the disease the serologic test for syphilis is 
usually positive and the entire skin bed has 
a generalized myxedematoid appearance, with 
loss of eyebrows and body hair. As the disease 
progresses, crops of small, triangular, reddish 
pink lesions, due to obliterating vasculitis, 
appear chiefly on the extremities. With aging, 
the lesions darken, ulcerate and heal by scar- 
ring. Histologically these lesions are small 
infarcts. A pathologist examining material 
from such a lesion obviously would not con- 
sider leprosy unless he had previously ob- 
served the “Lucio phenomenon.” 


Case 4. When a clinician who suspects 
leprosy submits a specimen for histopathologic 
examination, the pathologist, if inexperienced 
in leprosy, can always get help. In the follow- 
ing case, the pathologist, being unfamiliar 
with tuberculoid leprosy, did not confirm 
a clinical diagnosis of leprosy; but the 
clinician, unshaken by the pathologist’s first 
opinion, took a second specimen which the 
pathologist sent to a consultant familiar with 
leprosy. 

(AFIP Accession No. 568686.) A 64 year old male 
Mexican entered a large general hospital with ery- 
thematous macular lesions of face and extremities 
and areas of cutaneous anesthesia. He stated that 
lesions had been present for about 14 years and that 
other members of the family were similarly affected. 
The patient had suffered from neuritis of the left 
leg and had a “dropped” left foot. 

Sections of a lesion excised from the left knee of 
this patient were received in consultation by a 
pathologist experienced in leprosy. The material was 
accompanied by the following comment from the 
contributor: “Clinically the house staff suspects leprosy, 
but we have been unable to demonstrate acid- 
fast organisms. Since confirmation was lacking and 
the biopsy did not contain characteristic globi a 
diagnosis of /upus vulgaris was made. A medical resi- 
dent was dissatisfied with this diagnosis and had a 
second biopsy specimen submitted. Again acid-fast 
organisms were not demonstrated and in each case 
control stains were positive.” 

This case illustrates that pathologists must 
be aware of the existence of the tuberculoid 
form of leprosy. It is repeated that the his- 
tologic changes of this form are characterized 
by giant cells of the Langhans type, epithelioid 
cells and lymphocytes (Fig. 2, c) and that the 
nodular pattern of epithelioid cells and Lang- 
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hans giant cells may be indistinguishable from 
lesions of the skin in certain cases of Boeck’s 
sarcoid. In tuberculoid leprosy one must re- 
member that acid-fast organisms are often 
demonstrated with great difficulty or not at 
all. Failure to find acid-fast bacilli does not 
exclude leprosy. If the skin section includes 
small nerves showing an intraneural inflam- 
matory infiltrate of lymphocytes or epithelioid 
cells, leprosy is the preferred diagnosis. If 
organisms are present, they are usually found 
within the inflamed nerves. When the his- 
tologic pattern is that of tuberculoid leprosy, 
the pathologist may not be able to arrive 
at a specific diagnosis. He can make the ob- 
jective diagnosis of “granulomatous dermatitis, 
etiology undetermined” but should include 
in his comment the suggestion that tuber- 
culoid leprosy be considered among other 
possible diseases. A diagnosis of tuberculoid 
leprosy may be made after the evaluation of 
all data, which include distribution and type 
of skin lesions, anesthesia within macules, en- 
larged nerves, and a histologic reaction com- 
patible with tuberculoid leprosy. 

Case 5. Clinicians and pathologists may 
not think of leprosy when studying neurologic 
abnormalities and peripheral nerve lesions. 
In the following case the pathologist accu- 
rately observed the histopathologic changes 
and acid-fast bacilli in large nerves of a leg 
but did not make a diagnosis of leprosy. 

(AFIP Accession No, 590762.) A left leg, amputated 
in the proximal one-third, was sent to the pathologist 
of a hospital on the Gulf Coast. The specimen was 
accompanied by the following history: “Sixty-one year 
old white man with bilateral foot drop for 3 years, 
and chronic ulcerations of the left foot for 18 months. 
Believe patient has amyotrophic lateral sclerosis. Pa- 
tient has gangrene, cellulitis, and osteomyelitis, left 
foot, which is probably secondary to trophic changes.” 

The specimen showed nonspecific chronic ulcera- 
tion of the skin. The large nerves of the leg were 
almost completely destroyed by a caseous granulo- 
matous process (Fig. 2, d). The pathologist saw a few 
acid-fast rods within the nerves but was puzzled about 
their identification and significance. He submitted the 
material to the Armed Forces Institute of Pathology 
for consultation. A study of the caseous necrotic mate- 
rial within the remains of the nerves revealed a mod- 
erate number of granular acid-fast bacilli which, in 
some fields, were grouped in packets. On the basis 
of the caseous granulomatous reaction within nerves 
and the packets of acid-fast bacilli, a diagnosis of 
leprosy was made. This diagnosis was confirmed on 
further clinical study of the patient. 


Later it was learned that beside having bilateral 
progressive “drop foot” for 3 or 4 years, the patient 
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had been hospitalized for chronic ulcer on the sole of 
the left foot on several occasions. Material taken from 
these ulcers on two occasions had been examined by 
the hospital pathologists and was reviewed by patholo- 
gists at the Armed Forces Institute of Pathology in 
1953, but a specific diagnosis had not been made. 
These sections were reviewed again after the diagnosis 
of leprosy had been established, but neither the 
hematoxylin-stained sections nor those stained for 
acid-fast bacilli indicated leprosy. 
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Leprosy is probably the only bacterial 
disease that produces severe inflammatory 
reaction within peripheral nerves. The predi- 
lection of the leprosy bacillus for growth in 
peripheral nerves, with the resulting neuritis, 
nerve degeneration, anesthesia and paralysis, 
sets leprosy apart from other bacterial infec- 
tions and produces many of the permanent 


Case 6 (a) AFIP Acc. No. 742040. Nonvacuolated “‘lepra’’ cells around a hair follicle and capillaries. H & E stain, X 84. 
(b) Same as (a); higher power, X 355. (c) Same section. Acid-fast stain, green filter. Within the “lepra” cells are many ba- 
cilli, some in packets. (d) Another field of the acid-fast stain illustrated in (c). Between the arrows is a tangential section 
of a small skin nerve. Note the numerous bacilli which often occur as solid masses in packets. 
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crippling deformities characteristic of this 
disease. Persons with advanced destruction 
of nerves supplying the feet often are subject 
to trophic ulcers as shown in the above case. 

Case 6. That leprosy will not be diagnosed 
unless clinicians and pathologists maintain 
an awareness of the disease is emphasized by 
the following case. 

(AFIP Accession No. 742040.) A 10 year old boy in 
Eastern United States had been under medical obser- 
vation for approximately 15 months because of the 
appearance of “red spots on the face and _ hips.” 
During this time the skin lesions had gradually 
increased in size and number; there was _ painless 
axillary lymphadenopathy and partial loss of eye- 
brows. Two biopsies had been done. Diagnoses of 
cutaneous Hodgkin's and sarcoidosis had been con- 
sidered. The patient was presented as a diagnostic 
problem and a hematoxylin-eosin stained slide of one 
of his lesions was shown to a group of physicians 
among whom was a pathologist familiar with leprosy. 
He suggested the diagnosis of lepromatous leprosy. 
This diagnosis was confirmed. The histologic features 
are illustrated in figure 3. 


Discussion 

Each of the patients whose case has been 
presented was studied by many specialists. 
With the exception of the last patient, who 
was not hospitalized before the diagnosis, all 
were under observation well-staffed hos- 
pitals for periods ranging from a few months 
to nearly four years. If leprosy is diagnosed 
with so much difficulty in medical centers, it 
may be assumed that where diagnostic facili- 
ties are not so readily available the chance 
of making a correct diagnosis would be con- 
siderably less. 

Leprosy is a communicable disease thought 
to be spread by direct contact. The failure to 
make a diagnosis while the disease is in an 
early phase is the weakest link in the attempt 
to control the disease by isolation. The extent 
of this weakness is as illustrated in case 3. 
The patient was in general hospitals for 
nearly four years and all the while he was 
shedding bacilli from the many sloughing 
dermal infarcts of his extremities. The num- 
ber of people who unwittingly had personal 
contact with him is inestimable. 

Early diagnosis of leprosy is important not 
only for the limitation it imposes on the 
spread of infection, but also for its effect on 
prognosis. The sulfone drugs are of great 
value in treatment but their action is slow. 
Better results can be expected if treatment is 
begun before the disease is advanced. Pathol- 
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ogists can make an important contribution to 
the control and treatment of leprosy by im- 
proving their knowledge of the histopatho- 
logic variations in this disease. Acid-fast tech- 
nics suitable for staining Myco. leprae can 
easily be developed in any histopathology lab- 
oratory. The method of Fite, Cambre and 
Turner,’ based on the principle of oil pro- 
tection described by Faraco, is simple, de- 
pendable and works well with formalin-fixed 
tissues. Acid-fast technics which are satisfac- 
tory for Myco. tuberculosis in tissue often 
fail to demonstrate Myco. leprae. 


Summary 


1. Surgical pathologists often play an im- 
portant role in establishing or excluding a 
diagnosis of leprosy. 

2. In each of the 6 cases briefly reviewed 
the surgical pathologist failed to recognize or 
suspect leprosy on the first biopsy and in some 
cases he examined specimens from several 
biopsies without suspecting leprosy. 
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Discussion (Abstract) 


Dr. Lawrence L. Swan, Lafayette, La. Although 
there are many aspects regarding leprosy as a diag- 
nostic problem surgical pathology which are 
worthy of discussion, I would like to emphasize the 
statement that, “leprosy is a communicable disease 

’ and what this implies to us as physicians and 
especially to the surgical pathologist. In addition, it 
is my belief that there is insufficient awareness among 
physicians that leprosy is endemic in the United 
States and finally, that it is more prevalent than 
commonly supposed. 

It is unfortunate that the contagiousness, the inci- 
dence of infection, and the problem of leprosy in 
general within this country is minimized by popular 
lay journals. Recently an article began, “Long-dreaded 
leprosy is rated by top experts a hundred times less 
contagious than TB, and it is virtually impossible 
for an adult to be infected by casual contact.”” Quoting 
from the data accumulated by Dr. L. F. Badger, 
Chief of the leprosy control unit of the USPHS, re- 
garding relative contagiousness of leprosy and tuber- 
culosis, “The incidence among the (family) contacts 
in 226 Louisiana homes into which leprosy was intro- 
duced was 5.6 per 100. In a boy’s home in Hawaii 
the incidence was 11.0 per 100. One study in tuber- 
culosis reports 11.4 cases per 100 family contacts and 
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another study reports 8.0 per 100. This indicates an 
almost equal frequency.” 

Regarding casual contacts, “Many histories indicate 
that individuals, both children and adults, have be- 
come infected through visits to the homes of infected 
individuals.” Among these, Dr. Badger lists visits to 
homes of infected uncles, aunts, sons-in-law and non- 
related neighbors. He could have also mentioned adult 
infections among missionaries and military personnel 
who have been admitted to Carville following ex- 
posure in foreign countries. 


From these data and the obvious lessons to be 
learned from Dr. Binford’s case histories, there is 
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a need for greater awareness by the surgical patholo- 
gist in particular. He must be acquainted with the 
histological criteria for the diagnosis of leprosy, he 
must be certain that the acid-fast stains used for 
tissues are adequate and he must realize that there 
are types of leprosy in which acid-fast bacilli are 
rarely seen. 

In view of the arresting, bizarre cutaneous lesions 
of leprosy, skin biopsies are usually submitted to the 
pathologist. At present this is the only method for 
genuine objective diagnosis in leprosy. Correlative 
accurate diagnostic tests in leprosy will have to await 
the successful cultivation of the organism. 
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Cystic Fibrosis of the Pancreas* 


ROBERT E. COOKE, M.D.,+ Baltimore, Md. 


Too frequently the diagnosis of this disabling disease is missed. If the family physician 
will recognize its possibility in a given case, either he or a consultant can 


carry out those studies which are diagnostic. 


‘THERE IS INCREASING EVIDENCE that the prog- 
nosis of patients with cystic fibrosis of the 
pancreas can be improved by the early institu- 
tion of therapy.! Since the definitive diag- 
nosis of this disease is dependent upon 
laboratory findings, it is essential that the 
proper procedures be utilized as early as pos- 
sible. Recently there has been such an 
increase in the number of available diagnostic 
tools that some confusion may exist as to the 
optimal procedure for evaluation of a patient 
suspected of having cystic fibrosis. It is the 
purpose of this paper to point out when con- 
firmatory laboratory procedures should be 
utilized, what laboratory methods are essential 
and how the results of these analyses should 
be interpreted. 


Clinical Manifestations 


In table | are listed the clinical situations 
in which certain laboratory studies must be 
performed in order to exclude the possibility 
of cystic fibrosis. Cystic fibrosis of the pan- 
creas is, of course, an hereditary condition. It 
has been estimated that the gene for this dis- 
ease may be the most common lethal gene in 
the population.’ It is essential, therefore, to ex- 
clude the disease in all the siblings of each 
index whether or not clinical signs or symp- 
toms are present in those siblings. In our 
experience those cases which have been de- 
tected in this way and adequately treated 
before irreversible pulmonary changes have 
occurred have an improved prognosis. Infants 
and children, and possibly even some adults, 
who have recurrent or chronic respiratory dis- 
ease, even though they have no gastrointestinal 
symptoms, must be considered as_ possible 
cases of cystic fibrosis. The finding of an 
obstructive process in the lungs whether com- 


*Read before the Section on Pediatrics, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. 
November 12-15, 1956. 

+From the Department of Pediatrics, The Johns Hopkins 
University School of Medicine, Baltimore, Md. 


plete, producing atelectasis, or incomplete, 
leading to emphysema is particularly sugges- 
tive of this disease. The number of patients 
diagnosed as having asthma or chronic croup, 
and proven to be cases of cystic fibrosis only 
after months or years is still disturbingly 
large. Many of these infants and children are 
not considered as possible instances of cystic 
fibrosis because gastrointestinal symptoms are 
absent or minimal. 

On the other hand, despite the fact that the 
classical concept of cystic fibrosis of the pan- 
creas was that of a gastrointestinal disorder 
alone, it is surprising that proven cases of this 
disease are still being considered as celiac dis- 
ease because of the failure of physicians to 
utilize proper diagnostic technics. We have 
actually had a number of patients who have 
been diagnosed celiac disease with asthma. 
This combination always should be considered 
to be cystic fibrosis until proven otherwise. 
All cases of intestinal obstruction, whether in 
the neonatal period or in infancy, and all 


TABLE 1 


CLINICAL SITUATIONS REQUIRING LABORATORY 
EVALUATION FOR CYSTIC FIBROSIS 


A. Positive Family History—all siblings, born before and after 
the diagnosis in one 
B. Recurrent or Chronic Respiratory Disorders 
1. Obstructive 
(a) Complete 
(b) Incomplete 
2. Infectious 
C. Gastrointestinal Disorders 
1. Obstructive 
(a) Early 
(b) Late 
2. Absorptive 
D. Hepatic Disorders 
1. Obstructive 
(a) Vascular 
(b) Biliary—early or late 
2. Insufficiency 
E. Electrolyte Disorders 
1. Heat prostration 
2. Potassium deficiency 


| 
| 


VOLUME 51 CYSTIC FIBROSIS OF THE PANCREAS—Cooke 209 


patients with chronic gastrointestinal intoler- 
ance should have proper tests performed for 
exclusion of cystic fibrosis. This group of 
patients should also include those with simple 
failure to thrive. 

Although it is unusual for hepatic disease 
to be the sole manifestation of cystic fibrosis, 
a few cases have been observed in which the 
first symptoms, hematemesis and melena, con- 
sidered significant by the family physician 
were due to portal hypertension resulting 
from advanced hepatic cirrhosis. In rare in- 
stances jaundice in the neonatal period or in 
infancy has been demonstrated to be one of 
the manifestations of this protean disease. 
Laboratory evaluation of all bizarre cases of 
hepatic disease from the standpoint of cystic 
fibrosis is, therefore, essential.* 

Major disorders of electrolyte balance due 
to cystic fibrosis very rarely precipitate inci- 
dents that lead to an eventual diagnosis. 
However, cases of heat prostration with 
hyponatremia* and patients with potassium 
deficiency of obscure origin® should be sus- 
pected of this disease. 


Laboratory Aids in Diagnosis 

There are available as aids in the diagnosis 
of cystic fibrosis a number of laboratory de- 
terminations as shown in table 2. Each one 
listed may contribute some information which 
is helpful in the diagnosis and management 
of many cases of the disease. However, it must 
be realized that none of these tests by them- 
selves or in combination can establish, or even 


TABLE 2 
USEFUL AVAILABLE LABORATORY STUDIES 


A. Stools 
Fat >4.0 Gm./day 
Nitrogen > 0.75 Gm./day 
Gelatinase 
activity < 1/100 


B. Duodenal juice (before and after olive oil) 
Enzymes—diminished to absent 
Viscosity—>180 sec. 
Cc. Urine 
Iodine (after Lipiodol—<1:2 dilution 
Creatine —>2.5 mg./Kg./day 
D. Blood and/or plasma 
Vitamin A absorption, tocopherol level (<0.5 mg.%) 
RBC hemolysis (>20%) in peroxide, amino nitrogen 
after gelatin, liver function tests, electrolyte analyses 
E. Radiologic 
Plain film of abdomen 
GI series—deficiency pattern 
PLUS ESSENTIAL LABORATORY STUDIES 


more importantly exclude the diagnosis of 
cystic fibrosis unless the essential laboratory 
procedures which will be described later are 
also done. The presence of steatorrhea, 
whether established by analysis of stools, vita- 
min A absorption curves or plasma tocopherol 
levels, is a relatively nonspecific finding and 
is seen in celiac disease, sprue, allergy and 
biliary obstruction. Furthermore, there may 
be no steatorrhea in 10 to 15 per cent of 
affected persons, especially early in life before 
pancreatic insufficiency is marked. 


The determination of gelatinase in the stool 
is a somewhat useful office procedure but the 
presence of activity in no way rules out the 
diagnosis. Bacterial gelatinase is usually in- 
active in a 1:100 dilution of stool. However, 
digestion may occur at times in the absence of 
trypsin, and in partial pancreatic insufficiency 
there may be a fairly adequate output of 
trypsin. In this same group of patients, studies 
of enzyme concentrations in the duodenal 
juice may not be remarkable, although 
Shwachman has shown that some depression 
of function is usually present in at least 90 to 
95 per cent of the cases if multiple enzymes 
are measured.!| The laboratory facilities for 
the measurement of the concentration of 
many of these enzymes, however, are not avail- 
able in most hospitals. The viscosity of du- 
odenal juice as measured in the Ostwald 
viscosimeter is abnormal in about 90 to 95 per 
cent of patients. This inexpensive instrument 
is extremely easy to use and should be part of 
the routine laboratory equipment in any facil- 
ity caring for children. The simple laboratory 
procedure suggested by Silverman,7—the uri- 
nary iodine test after administration of 
Lipiodol by mouth,—also depends upon the 
presence of severe pancreatic insufficiency, 
and we have seen several proven cases of cystic 
fibrosis which had a normal urinary excretion 
of iodine after the recommended dose of 
iodized oil. As shown by Gordon and 
Nitowsky® the urinary excretion of creatine is 
elevated, indicating possibly altered muscle 
physiology secondary to vitamin E deficiency 
which in turn results from the steatorrhea due 
to pancreatic insufficiency. This finding is not 
of great value diagnostically but may prove to 
be invaluable therapeutically. 


The radiographs of the abdomen are not 
particularly helpful in cystic fibrosis of the 
pancreas except for cases of meconium ileus. 
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TABLE 3 
LABORATORY STUDIES OF QUESTIONABLE VALUE 


A. Saliva 
Volume increased? 
Sodium chloride concentration increased—excessive over- 
lapping with the normal 
B. Tears 
Chloride concentration? increased—excessive overlapping 
with the normal 
C. Bronchography—nonspecific 


TABLE 4 
ESSENTIAL LABORATORY STUDIES 
(REQUIRED FOR EXCLUSION OF ALL SUSPECTED 
CASES) 


Posteroanterior 
1. Chest Radiographs— 

Lateral 
2. Sweat Test 


Here there are fairly characteristic signs, 
namely the presence of small gas bubbles 
scattered throughout the small and large 
bowel® with an absence of fluid levels; this is 
an important diagnostic sign in the presence 
of intestinal obstruction. The gastrointestinal 
series in older children with cystic fibrosis is 
relatively nonspecific and shows a deficiency 
pattern which also may be seen in such condi- 
tions as allergy and celiac disease. 

In addition to the procedures listed above, 
there have been suggested some other determi- 
nations which | believe are of doubtful value 
in diagnosis (Table 3). The collection of 
saliva or tears is relatively easy from a techni- 
cal standpoint and their analysis can be quite 
accurate. However, there is considerable over- 
lapping of values in the chloride or sodium 
concentration as between the normal patients 
with this disease.’ For this reason these de- 
terminations are of no particular value to the 
clinician, either to establish or to exclude the 
diagnosis. 

The two diagnostic procedures which must 
both be obtained in order to rule out with 
complete confidence the diagnosis of cystic 
fibrosis are listed in table 4. The earliest 
radiologic signs of pulmonary disease are 
emphysema, which may appear early in the 
disease and in the absence of infection; atelec- 
tasis, which occurs almost entirely on the right 
side, especially of the right upper lobe; and 
perihilar fibrosis. The x-ray, however, is by 
no means infallible and many patients early 
in the disease and a rare instance late in 
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childhood"! may show only minimal radiologic 
findings. It is important that therapy should 
not be withheld until there are significant 
pulmonary changes. All infants and children 
with x-ray signs of emphysema, or those with 
obscure atelectasis, especially on the right 
side, should be considered as probable cases of 
cystic fibrosis, unless this is ruled out by the 
second of the essential tests, as well as a bat- 
tery of useful determinations listed in tables 
2 and 3. 

Every patient with a history or physical 
findings consistent with the clinical manifesta- 
tions listed in table 1 must have a sweat test 
performed. The number of technics for such 
study is increasing rapidly and some are listed 
in table 5. Sweating can be induced in a hot 
room, such as one having a steam sterilizer, or 
in an incubator; more commonly a_ plastic 
bag, as recommended by Shwachman,'* can be 
used as a means of producing heat stress. Local 
sweating can be evoked by injecting furtre- 
thonium intradermally as recommended by 
West,'* Mecholyl intradermally as used by 
Schwartz,'* or Mecholyl by iontophoresis as in 
our own laboratory. It is worth remembering 
that with all these agents, atropine should be 
kept available in case too large a dose of the 
parasympathomimetic agent is administered. 

Regardless of the methods used in inducing 
sweating, an infant less than one month of 
age will usually not sweat in large enough 
quantities to obtain adequate samples for 
analysis. The sweat which occurs on the fore- 
head with eating, so called gustatory sweating, 
should be studied. This area is one of the 
earliest in which profuse sweating occurs in 
the young infant. Such an analysis might per- 


TABLE 5 


TECHNICS FOR SWEAT TEST 


A. Stimulus 
1. General—hot room, incubator, plastic bag 
2. Local —Furmethide (intradermally) 
—Mecholv! (intradermally or by iontophoresis) 
(Atrophine available) 
B. Collection 
1. Agar plate with AgNO;—semiquantitative 
2. Pipette off skin—high evaporation 
3. Pipette off plastic sheet—higher evaporation 
4. Gauze square 
5. Filter paper 
6. Whole body 
C. Analysis 
1. Schales and titration 
2. Polarograph 
3. Flame photometer 
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mit the diagnosis of this disease in the neo- 
natal period. The collection of sweat can also 
be carried out by a number of methods. 
Shwachman' has recently recommended a 
semiquantitative screening procedure which 
consists of an agar plate containing silver 
nitrate. The finger-tip is touched to the plate 
and the intensity of the imprint is dependent 
upon the chloride concentration in the sweat 
on the hands. Probably of greater importance 
are the more accurate methods for estimating 
electrolyte concentration in sweat. Sweat may 
be pipetted from the skin directly, but evapo- 
ration is excessive with such a method. It may 
also be pipetted from a plastic sheet under the 
infant in an incubator,'® but here again there 
is a significant degree of evaporation. Sweat 
may be obtained from gauze squares which are 
covered by an impermeable vapor barrier, or 
filter papers may be used. Whole body collec- 
tions can be made by washing and weighing 
the individual.'* The analytic technics are 
relatively simple. The mercurometric titration 
of Schales and Schales'® is quite useful and 
requires only a simple microburette. Chloride 
may also be rapidly determined by the drop- 
ping mercury electrode in the polarograph,'® 
and sodium concentration can be determined 
by the flame photometer. It is worthy of em- 
phasis that the method which has been used 
most widely and which is as simple as any is 
the use of a gauze square under an imperme- 
able vapor barrier. But it is important to 
remember that contamination of these squares 
by sodium may occur in manufacturing, and 
we believe it advisable to rinse the squares 
thoroughly in distilled water and drying them 
before use. 


The range of values is wide for each method 
(Table 6) but the overlap between normal 
persons and patients with cystic disease for 


TABLE 6 
RANGE OF VALUES FOR SWEAT TESTS 


Technic Normals Cystic Fibrosis 
Na cl Na cl 
Whole Body 8 to 35 5 to 33 4010 1380) 50 to 130 
(18)* (16) (79) (81) 
Gauze 10 to 120 4 to 80 80t0 190 60 to 160 
(di Sant’ Agnese) (59) (32) (133) (106) 
Furmethide Gauze 5 to 50 90 to 165 
(West) (20) (120) 
Plastic Sheet 101 6toll2 102to 215 Ill to 215 
(Barbero) (37) (37) (163) (166) 


*Mean value 
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TABLE 7 


FACTORS DECREASING SODIUM OR CHLORIDE 
CONCENTRATION OF SWEAT 


A. Systemic 
1. Relative hyperadrenalism 
a. DCA, ACTH 
b. Adrenal tumor 
c. Hyperthyroidism 
d. Increased potassium intake 
e. Sodium deficit 
f. Acclimatization 
g. Repeated muscular work 
B. Local 
1. Low skin temperature 
a. Acclimatization 
2. Flushing gland 


each method is negligible. For this reason, 
regardless of the method used, the study of 
the electrolyte concentration in sweat is of 
extreme value. The other important fact to be 
gleaned from this table is that normal values 
must be established for each laboratory. It is 
not proper to use values which are given in 
the literature unless conformity with them is 
established by a study of a small series of 
normal patients under exactly the same condi- 
tions as those for suspected patients. The 
reason for this is that the concentration of 
electrolytes in sweat is influenced by a large 
number of factors as shown in table 7. These 
factors decrease electrolyte concentration. In 
table 8 are the factors which elevate the elec- 
trolyte concentration. The degree of elevation 
caused by many of these factors is not very 
great; however, such things as acclimatization 
and the degree of heat stress may influence 
the normal level for the particular laboratory. 
Significantly high values indicate either 
adrenal insufficiency or cystic fibrosis of the 


TABLE 8 


FACTORS INCREASING SODIUM OR CHLORIDE 
CONCENTRATION OF SWEAT 


A. Systemic 
1. Relative hypoadrenalism 
a. Addison’s disease 
b. Panhvypopituitarism 
c. High sodium chloride intake 
2. Elevation of rectal temperature 
8. Elevation of deep skin temperature 
B. Local 
1. Region—especially palmar 
. Vapor barrier 
. Skin temperature 
Increased rate 
Prolonged sweating (fatigue) 
6. Arterial occlusion 
7. Cystic fibrosis 
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pancreas. Adrenal insufficiency is relatively 
easy to exclude by other methods. In only 1 
or 2 per cent of patients with cystic fibrosis of 
the pancreas are sweat electrolyte concentra- 
tions within the normal limits and these are 
usually at the high normal levels. The pres- 
ence of repeatedly low values, especially dur- 
ing high rates of sweating, will almost 
certainly rule out the diagnosis of cystic 
fibrosis of the pancreas. Borderline high or 
high normal values, especially at low rates of 
sweating, should be considered as highly sus- 
picious, and other laboratory procedures must 
be utilized before the diagnosis can definitely 
be excluded. 


Summary 


In summary then, it should be emphasized 
that the x-ray study of the chest and the sweat 
test constitute simple diagnostic procedures 
which must be used in all cases for the exclu- 
sion of the diagnosis of cystic fibrosis. Sugges- 
tive radiologic findings or borderline values 
for concentrations of sweat chloride or sodium 
necessitate the performance of a battery of 
other procedures to evaluate pancreatic and 
hepatic function. The two essential pro- 
cedures, the x-ray film and the sweat test, can 
be done in any hospital laboratory with very 
little indoctrination of the personnel and with 
very little cost to the laboratory for equip- 
ment. 
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The Hereditary Factor in Rheumatic 


Fever in Florida* 


MILTON S. SASLAW, M.D.,t Miami, Fla. 


The factors at play in rheumatic fever are far from being well understood. This paper considers 
the theories and studies dealing with an hereditary factor. 


HEREDITY HAS BEEN IMPLICATED as a major 
factor in the etiology of rheumatic fever. 
Along with the group A beta hemolytic strep- 
tococcus, nutritional status, and environment 
(both climatic and home), heredity consti- 
tutes an essential link in our current concept 
of the cause of rheumatic disease. According 
to May Wilson! and her co-workers, the fac- 
tor of inheritance displays itself genetically as 
a single recessive autosomal characteristic. 

Over half a century ago, Cheadle? noted the 
familial predisposition to this disease and con- 
sidered the rheumatic tendency to be inher- 
ited. A quarter of a century ago, Cohn* found 
that rheumatic fever occurred in 8 to 10 per 
cent of exposed members of rheumatic fami- 
lies, and in only 3 per cent of families of 
healthy controls. Twelve years later, Gauld, 
Ciocco and Read* and Gauld and Read® re- 
ported observations consistent with those of 
Cohn. They also felt a sex difference was 
present. They concluded that children of 
rheumatic parents had higher attack rates 
than children of nonrheumatic parents, both 
before and after their first familial associa- 
tion with an acute episode of rheumatic fever. 
Another observer, Pickles,® described 6 filial 
generations of a family consisting of 53 de- 
scendants. Of these, 23 were rheumatic. In a 
Pennsylvania study, Cahan* found 128 in- 
stances of rheumatic heart disease among 174 
members of 53 families studied. 

Not all investigators agree with this heredi- 
tary concept. Griffith and co-workers,* in a 
study of army personnel, demonstrated that 
rheumatic susceptible men who had their first 
episodes of rheumatic fever while living with 


*Read before the Section on Pediatrics, Southern Medical 


Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

+From the Department of Medical Research, National Chil- 
dren's Cardiac Hospital and the Department of Microbiology, 
University of Miami, Miami, Fla. 


their families had seven times as many attacks 
as when separated from the families. They 
felt that “there does not, therefore, appear to 
be a strong and inherited susceptibility.” 
Stevenson and Cheeseman® “‘concluded that 
inheritance plays a major role in determining 
familial aggregation of cases. A mendelian 
mechanism cannot be established,” while 
Uchida’ concluded “that no definite mode of 
inheritance can yet be established.” 


Wilson, Schweitzer and Lubschez!! investi- 
gated the problems of heredity in rheumatic 
fever most intensively, and tested their find- 
ings by application of various statistical gen- 
etic formulas. Upon the results of these math- 
ematical calculations, they showed clearly that 
rheumatic susceptibility was in fact a factor 
influenced by heredity, not sex-linked but 
autosomal recessive, and single (not multi- 
ple). The computations and interpretations 
have been challenged, most directly by Stev- 
enson and Cheeseman® and by Uchida,” 
whom I quoted above. 


My purpose in this report is to present our 
own observations and calculations utilizing 
the same formulas and the same methods as 
described by Wilson,!! and to discuss factors 
other than heredity which might influence 
the occurrence of rheumatic fever suscepti- 


TABLE 1 
MODIFIED LENZ-HOGBEN FORMULA 


s=¢ 
> 
asf 


where R = Total cases expected 
s= Family size 
c= Maximum family size 
Sn, = Total siblings in families of s size 


p = Frequency of affected offspring 


EJ 
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TABLE 2 
Totals Examined Rheumatics 
White Negro Total White Negro Total 
Miami 
Males 378 133 511 9 6 15 
Females 274 112 386 18 8 26 
Total 652 245 897 27 14 41 
Florida 
Males 152 39 191 11 4 15 
Females 142 36 178 16 6 22 
Total 294 75 369 27 10 37 
Elsewhere 
Males 620 38 658 103 4 107 
Females 497 57 554 121 8 129 
Total 1,117 95 1,212 224 12 236 
Combined 
Males 1,150 210 1,360 123 14 137 
Females 913 205 1,118 155 22 177 
Grand Total 2.068 415 2.478 278 36 314 


bility and still appear to be related to inheri- 
tance. 


Method and Materials 


Records of 2,478 children seen at the out- 
patient clinic of the National Children’s Car- 
diac Hospital, Miami, Florida, between Jan. 
1, 1952, and Dec. 31, 1955, have been re- 
viewed, and the data tabulated and analyzed. 
The children who were diagnosed as having 
rheumatic fever or rheumatic heart disease 
were segregated and served as the basic group 
for inspection of their siblings and ancestors 
in regard to rheumatic history. 


The information was fitted into a modifi- 
cation of the Lenz-Hogben formula, shown in 
Table 1, as applied by Wilson." For ease of 
computation, Dr. Wilson set up precalculated 
constants, to be used as factors based on fam- 
ily size and on parentage. When both parents 
were rheumatic all children were expected to 
be susceptible to the disease. However, if one 
parent was rheumatic the number of rheu- 
matic children would be less and, if neither 
parent was rheumatic, the number of rheu- 
matic children would be still less. We based 
our figures on the hypothesis that neither 
parent was rheumatic so that our anticipated 
number of children with rheumatic suscepti- 
bility was lowest, and still consistent with the 
heredity theory. 

In our computations one additional correct- 
ing factor was applied. The number of chil- 
dren expected to be rheumatic ultimately, 


does not reach this anticipated figure until 
the children are 13 years of age. Wilson" cal- 
culated age incidence, cumulated age inci- 
dence and age attack rate factors. The num- 
ber of children in our study at any given age 
was multiplied by the appropriate age attack 
rate, as well as by the constant for family size. 
Both correction factors served to decrease the 
expected number of children with rheumatic 
fever or rheumatic heart disease. 


Results 


Among the 2,478 children, the diagnosis of 
rheumatic fever or rheumatic heart disease, 
either possible, probable or definite was made 
314 times. The distribution of children ex- 
amined and of rheumatic diagnoses made, ac- 
cording to sex and race, are presented in 
tables 2 and 3. In every instance, the males 
examined outnumbered females, but the num- 
ber of rheumatics was greater in females. In 
all, 54.9 per cent of the children examined 
were male and 45.1 per cent female; of the 


TABLE 3 


GEOGRAPHIC DISTRIBUTION OF 2,478 CHILDREN 
EXAMINED; OF 314 RHEUMATIC CHILDREN 


Total Examined Total Rheumatics 


Per Per 
Number Cent Number Cent 

Miami 897 36.2 41 13.0 
Florida 369 14.9 37 11.8 
Elsewhere 1,212 48.9 236 75.2 
Total 2,478 100.0 314 100.0 
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TABLE 4 


RESULTS OF CALCULATIONS OF EXPECTED AND 
OBSERVED NUMBERS OF RHEUMATIC CHILDREN IN 185 FAMILIES 


Size of Number Families with Total Number 
Family Rheumatic Patients Children 
1 17 17 
2 56 112 
8 41 123 
4 25 100 
5 12 60 
6 10 60 
7 7 49 
8 3 24 
9 4 36 
10 5 50 
1] 1 11 
12 1 12 
13 3 39 

Total 185 693 


Number Rheumatics Number Expected Differ- 
Siblings Total Obs. Rheumatics ence 
0 17 17.0 0 
3 59 64.0 —5 
4 45 53.0 —8 
5 30 36.6 —6.6 
0 12 19.7 —7.7 
0 10 18.3 —8.3 
1 8 14.1 —6.1 
0 3 6.7 —3.7 
1 9.7 
1 6 13.2 —7.2 
J 2 2.9 —0.9 
0 1 3.1 —2.1 
0 3 10.0 -—7.0 
16 201 268.3 —67 


rheumatics, however, only 43.6 per cent were 
male and 56.4 per cent were female. As for 
the racial factor, 83.3 per cent of those exam- 
ined were white, and 16.7 per cent Negro. 
This figure is consistent with the distribution 
of the general population in the Miami area. 
The 278 white rheumatics constituted 88.5 
per cent, and the 36 Negroes, 11.5 per cent of 
the 314 rheumatic children. Birthplace has 
been categorized as Miami, elsewhere in 
Florida, or outside the state of Florida. The 
distribution of children examined is shown 
in table 3. Slightly less than half the children 
examined were born outside the state of 
Florida, but three-fourths of the rheumatics 
were non-Floridians. 


Unfortunately, data on siblings were avail- 
able in only 185 families. The total number 
of children represented in these families was 
693 (Table 4). Application of Wilson’s mod- 
ification™ of the Lenz-Hogben statistical for- 
mula for the calculation of expected numbers 
of siblings with rheumatic involvement, when 
185 propositi formed the basis for investiga- 
tion, showed that 268 children should have 
had the disease. Siblings of the 185 known 
rheumatics were found to be rheumatic in 16 
instances, in contrast to the 83 predicted. The 
predicted figure would have been greater if 
the factors for one rheumatic parent had been 
used in those computations involving such 
situations. Utilization of the age correction 
factors in addition to those for family size, 
yielded figures in closer agreement, but still 
were only one-third of the anticipated num- 
ber (Table 5). Adequate data were available 


for these calculations in only 80 families. 
Another reflection of the hereditary effect 
in rheumatic fever is the retrospective family 
history of parents and other close blood rela- 
tives. These data were recorded in 254 of our 
314 rheumatics (Table 6). Any blood relative 
reported as definitely or questionably rheu- 
matic, was considered positive for purposes of 
this study. The percentage of positive histor- 
ies obtained was the same for each of our 
three different geographic groups, about 24 


TABLE 5 


EXPECTED AND OBSERVED NUMBERS OF RHEUMATIC 
CHILDREN, CALCULATION ACCORDING TO THE 
MODIFIED LENZ-HOGBEN FORMULA, COR- 
RECTED BY USE OF THE AGE FACTORS 


Size of Number of Number Rheumatics Dif- 
Families Families Observed Expected ference 
g 35 35 38.5 —3.5 
3 23 27 27.1 —0.1 
4 9 10 11.9 —1.9 
5 5 5 7.9 —2.9 
6 4 4 6.8 —2.8 
7 2 2 3.1 —t1.1 
10 2 3 5.1 —2.1 
Totals 80 86 100.4 —14.4 
TABLE 6 
ANCESTRAL HISTORY OF RHEUMATIC FEVER OR 
HEART DISEASE REPORTED BY 254 
RHEUMATIC PATIENTS 
Positive Ancestry 
Total Negative Per 
Rheumatics Ancestry Number Cent 
Miami 35 27 8 22.8 
Florida 28 22 6 21.4 
Elsewhere 191 143 48 25.1 
Total 254 192 62 24.4 
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TABLE 7 
FAMILY INCOME BY CARDIAC CLASSIFICATION 


Classification Number of Families Average Annual Income 


Noncardiac 142 $3,586.00 
Congenital cardiac 356 3,296.00 
Rheumatic 177 3,357.00 


Calculated Average Income 
of Dade County (Sales 
Management, 5/10/55) $3,380.00 


per cent. A group of 254 additional records, 
selected at random from our outpatient files 
covering the same period of time, but omit- 
ting charts of rheumatic patients, was checked 
to determine the frequency of the positive 
family histories of this disease in nonrheu- 
matic children. There were 45 such instances, 
constituting 17.7 per cent of this group, only 
one-third less than the 24 per cent in the 
rheumatics. 

Many rheumatic patients come to Miami 
because of ill health. Inspection of the files 
of those rheumatics who were born outside 
the State of Florida, revealed that, of the 208 
on whom this information was available, 68 
(32.7 per cent) came to Florida for reasons of 
health, while 140 did not. 

The economic factor was considered in re- 
lation to rheumatic disease. The average in- 
come was computed for all families for which 
these data were charted. Comparable calcula- 
tions for the families of noncardiac and of 
congenital cardiac children were made. Table 
7 indicates that the rheumatic families had an 
annual wage equal to the average earnings for 
the general Dade County population, slightly 
higher than the congenital cardiacs, and 
slightly lower than the noncardiacs attending 
our clinic. 

Discussion 


The relative effects of heredity and environ- 
ment on the incidence and prevalence of 
rheumatic fever have not been defined clearly. 
Wilson’s postulate! that rheumatic suscepti- 
bility is based on a single autosomal recessive 
characteristic can claim no support from our 
observations. The application of her modifi- 
cation"! of the Lenz-Hogben formula to our 
data shows only one-fifth the number of rheu- 
matic siblings anticipated. Corrections of the 
formula for attained age of siblings reduce 
the discrepancy, but still only one-third of the 
predicted number of rheumatics was observed. 

Explanation for the differences noted may 
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lie in actual operation of some genetic mech- 
anism other than a simple recessive charac- 
teristic. A second possibility may be that the 
children in our study in Miami were suscep- 
tible to rheumatic fever, but either were not 
exposed or had better defenses than their 
northern contemporaries. 


Uchida” and Stevenson and Cheeseman® 
considered the various genetic possibilities. 
Both investigations led to the same conclu- 
sion,—a definite mode of mendelian inheri- 
tance could not be established. 

The potential effects of environment have 
been recognized but never too well docu- 
mented. If a rheumatic susceptible child were 
brought up in Miami, the favorable geo- 
graphic influences might protect him against 
developing rheumatic fever. Whatever benefit 
this locality may provide, the protection cer- 
tainly is not due to inadequate exposure to 
the group A beta hemolytic streptococcus, for 
we have shown this organism to be ubiquitous 
in Dade County, Florida.!*!5 Other climatic 
factors are now being studied. 

The role of economic status has been a 
prominent consideration. Gray, Quinn and 
Quinn!® showed minimal differences between 
rheumatic and control family income levels. 
Our observations showed very little differen- 
ces in income levels of families of three groups 
of inpatients,—noncardiac, congenital cardiac, 
and rheumatic,—in comparison with the in- 
come level of the general Dade County popu- 
lation. 

In addition to the income level, other en- 
vironmental factors are important. Paul and 
Dixon’? pointed out the influence of the 
amount of time spent indoors, degree of 
crowding, and poor diet. These factors do not 
parallel directly the income level. In the South 
Florida area, the bulk of the population 
spends more of its time out of doors than in 
less favorable climatic areas, particularly dur- 
ing the winter and early spring,—seasons of 
high streptococcal infectivity. 

Griffith and his co-workers,’ in a study of a 
military population, concluded that the pres- 
ence of rheumatic fever in a member of a 
family increased the risk of the other children 
of the family only as long as such children 
remained in contact with the family. Logic- 
ally, if the risk disappears when the family 
contact disappears, any operative genetic fac- 
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tors remaining constant, the definite effect of 
such a hereditary factor is obscure indeed. On 
the contrary, apparent inherited tendencies 
may be explained on the basis of identical or 
very similar home environment, that is, cli- 
mate, crowding, indoor versus outdoor life, 
nutrition, and so forth, influencing the lives 
of rheumatic siblings. 


Summary 


1. The files of 2,478 outpatients seen at the 
National Children’s Cardiac Hospital, Miami, 
Fla., between Jan. 1, 1952, and Dec. 31, 1955, 
were reviewed and analyzed for the influence 
of hereditary and environmental factors on 
the frequency of occurrence of rheumatic 
fever and rheumatic heart disease. 

2. Application of Wilson’s modification of 
the Lenz-Hogben formula, and correction by 
use of the attained age factor did not corrobo- 
rate her thesis that rheumatic susceptibility is 
a single, autosomal recessive characteristic. 
Our observed number of rheumatics was one- 
third the predicted number. 


3. Study of the family history of 314 rheu- 
matic patients revealed a positive or suspi- 
cious history in 24.4 per cent; in nonrheu- 
matic patients the family history was positive 
or suspicious for rheumatic fever in 17.7 per 
cent. 


4. Economic status based on income level 
showed no remarkable difference for three 
groups of our clinic patients,—noncardiac, 
congenital cardiac, rheumatic,—and_ these 
were similar to the income level of the gen- 
eral Dade County population. 


5. Failure to develop rheumatic fever at 
the same rate as in other geographic areas may 
be due to macro- and micro-environmental 
factors, such as tropical climate, amount of 
time spent indoors, crowding, nutritional 
habits, streptococcal cross-spraying, and so 
on. 


6. Any apparent hereditary effects observed 
in this investigation may be explained on the 
basis of similarity of environmental factors 
within each rheumatic family. 
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Discussion (Abstract) 


Dr. Robert W. Quinn, Nashville, Tenn. Dr. Saslaw’s 
paper furnishes evidence that there certainly must be 
other factors than heredity in the etiology of rheu- 
matic fever. This study brings to mind the report of 
Gray and her colleagues! in New Haven, Connecticut 
of a long-term survey of rheumatic and nonrheumatic 
families, with particular reference to environment and 
heredity. In this latter study involving observation 
over a 10 to 20 year period of a group of 40 rheumatic 
families showing a high prevalence of rheumatic fever 
and a group of 30 nonrheumatic families in which the 
disease was relatively rare, a high degree of correlation 
was found between predicted and observed numbers of 
rheumatic children occurring in the second generation. 
There was close approximation of the pattern of in- 
heritance based on a single, autosomal, recessive gene, 
except in the mating of two parents with the discase. 
However, the approximation ended here because rheu- 
matic fever occurred in 5 of 30 families in which there 
was no history of rheumatic fever in three generations. 

In the New Haven study, poor housing and crowd- 
ing within the home were found significantly more 
often in the rheumatic families than in the nonrheu- 


1. Gray, F. G., Quinn, R. W., and Quinn, J. P.: A Long- 
term Survey of Rheumatic and Non-rheumatic Families, 
with pasate raged to Environment and Heredity, 
Am. J. Med. 13:400, 1952 
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matic controls, and it was intimated that these condi- 
tions allowed for closer contact among members of the 
family group, which might be conducive to the spread 
of upper respiratory infection, especially those due to 
the hemolytic streptococcus. These data also suggested 
that if heredity plays a role it may be one of inherited 
susceptibility, but it is not strictly predictable because 
of an important controlling factor, namely repeated 
infections due to the hemolytic streptococcus. 

Drs. Saslaw and Gray's studies and many others 
make it clear that the role of heredity in the etiology 
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of rheumatic fever is not well understood and needs 
much study. They also point toward an abysmal ig- 
norance of the natural occurrence of the hemolytic 
streptococcus in civilian populations. A better under- 
standing of the pathogenesis of rheumatic fever de- 
mands a better understanding of the host-parasite re- 
lationship between man and the hemolytic strepto- 
coccus. Acquisition of this knowledge will also help to 
fit the role of heredity into its proper place. By rais- 
ing these questions, Dr. Saslaw’s paper makes a valu- 
able contribution and should certainly stimulate re- 
search of this nature. 
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One Aspect of the Medicolegal 
Implications of Shock ‘Therapy’ 


ISADORE RODIS, M.D., and ROBERT H. GROH, M.D., Washington, D. C. 


The complications of shock therapy are not infrequently the basis for suits against the doctor. 


The authors make a move to avoid this danger. 


AS FAR AS WE CAN DETERMINE California, New 
York and Washington, D. C., represent areas 
of a high incidence of malpractice suits against 
doctors. Psychiatry has had its share of this 
onslaught. A number of the psychiatrists in 
Washington have been the defendants in suits 
brought because of the complications of shock 
therapy, the highest percentage being fracture. 

As a result of the suits against the prac- 
ticing psychiatrists in Washington we felt that 
some fresh approach to the problem might 
be worth considering. Following the rela- 
tively few but impressive experiences in the 
Courts of the District of Columbia, we have 
sought the advice of attorneys skilled in mal- 
practice defense. With their help a plan was 
devised to reduce what was felt to be one 
of the possible predisposing factors which 
might lead to legal action. This factor is 
best termed “failure to be informed.” We 
contend that at times families, patients and 
interested parties could argue that they had 
not been fully advised in advance regarding 
all the possible complications incident to 
electroshock therapy. Discussions with col- 
leagues in our area revealed that at times 
detailed information was given to families 
or to the patient; at other times incomplete, 
meager, or no information was furnished. 
Therefore, it was concluded that some stand- 
ardized form of information should be made 
available. 

The reasons for the preceding convictions 
and actions resulted from a still unsettled suit 
involving one of us. In this case the patient 
suffered a fracture of the left humerus during 
the convulsion of an electroshock treatment. 
The suit was entered on two counts: (1) al- 
leged negligence, and (2) alleged failure to 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 


disclose in advance the possible complications. 
As a result of court action, up to the present 
the second point, namely, “failure to inform 
of possible complications,” has not yet been 
resolved in the Courts in this jurisdiction 
and the question is still to be settled at trial. 
This suit emphasized the need for informing 
families and patients concerning the “calcu- 
lated risks” of electric shock therapy. 

At this point compare the risks of other 
medical procedures. There seems little ques- 
tion that nearly everyone anticipates bleeding 
will occur in connection with surgical pro- 
cedures and that various things will be done 
technically, or at the surgeon’s judgment at 
an operation which might not have been fully 
discussed with the family or patient prior to 
operation. Similar tacit factors also apply to 
general medical treatments. We are not talk- 
ing about negligence. Psychiatry, particularly 
electroshock therapy in psychiatry, seems to 
be a special target for legal action by patients 
and families alike. The emotional nature of 
the patient’s illness and the emotional in- 
volvement of the family are fully recognized. 
Families and patients are able to accept with 
some equanimity failures or psychiatric com- 
plications of psychiatric treatment in mental 
illness, but cannot as readily accept physical 
complications in the treatment of mental ill- 
ness. 


Another explanation for legal action by pa- 
tients who sustain complications may be that 
electroshock therapy is not as yet universally 
accepted. We psychiatrists believe there are 
legitimate and specific indications for electric 
shock therapy just as there are for other pro- 
cedures in medicine, such as operations, dia- 
thermy, injections or x-ray. In spite of this 
electroshock therapy is still viewed with skep- 
ticism by some lay as well as some professional 
men. 


‘2 
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FIG. 1 
DETAILS OF ELECTROSHOCK THERAPY 


Electroshock therapy is an accepted form of treatment for 
certain types of nervous and mental illness. It has been used 
successfully in thousands of cases since its introduction in 
1938. It is one of the most effective wavs of treating depressed 
patients with suicidal tendencies or patients who might other- 
wise require prolonged hospitalization. 

The psychiatrist himself gives the treatment, using a specially 
designed electronic instrument. The treatment consists of 
passing a controlled electric current between two electrodes 
applied to the patient’s temples. In some instances, the patient 
may be given medication prior to treatment to reduce tension 
and produce muscular relaxation. The patient experiences no 
discomfort or pain during the treatment; he does not feel the 
electric current and has no memory of the treatment. When 
the treatment is given, the patient becomes immediately un- 
conscious and has strong muscular contractions of a convulsive 
nature. These contractions last 35 to 50 seconds. Complete 
relaxation follows and several minutes later the patient 
gradually regains consciousness. His condition is similar to 
that of a patient emerging from brief anesthesia. Within 15 
to 60 minutes, the confusion clears and the patient is able 
to recognize his surroundings. Following this, the patient is 
permitted to get up and about. Headache and nausea some- 
times occur, but these are infrequent and usually respond 
rapidly to simple treatment. 

The number of treatments in any given case will vary 
with the condition being treated, and the individual response 
to treatment. The frequency of treatment will also vary with 
each case, As the treatments progress (usually after the 3rd 
and 4th treatment), a certain amount of haziness of memory 
and confusion develops. This memory impairment is transitory 
and clears up within several weeks following the last treatment. 


Electroshock therapy, like any other medical or surgical 
procedure involves a certain amount of calculated risk. Com- 
plications are infrequent, the most common being fractures 
and/or dislocations of the extremities, or fractures of the 
vertebrae. These may sometimes occur, in spite of all precau- 
tions and must be looked upon as a recognized hazard of the 
treatment. Should such an injury occur, the patient and his 
family will be notified and urged to call in a physician com- 
petent to treat the complication. 


During the hospital treatment, the patient’s general care 
is provided by the hospital personnel. On discharge from the 
hospital, the patient begins a “‘convalescent period’’ of several 
weeks duration during which he must be under strict super- 
vision of some member of the family or some _ responsible 
person selected by the family. This precaution is necessary 
because of the temporary mental confusion and impairment of 
memory. During this entire period, the patient is not per- 
mitted to drive an automobile, to transact any business or to 
carry on his usual employment until the doctor gives his 
permission. He should not be permitted to leave the house 
unless accompanied by a responsible companion because of the 
possibility that he may wander off and get lost. Supervision 
is very important and must be provided by a responsible 
person. 


Finally, a word about the results of treatment. Although 
the results in most cases are gratifying, not all cases will 
respond equally well. As in all forms of medical treatment 
in general, some patients will recover promptly; others will 
recover only to relapse again and require further treatment; 
still others may fail to respond at all. 


The above information has been prepared to answer some 
of the most frequently asked questions concerning electroshock 
therapy. The treating psychiatrist will be glad to answer any 
| ag questions which may occur to the patient or his 
‘amily. 


When the patient is treated by the ambulatory or outpatient 
method the family, or someone designated by the family, has 
definite and real responsibility for the patient’s care. The 
patient is escorted to the hospital or the doctor’s office. The 
responsible person stays with the patient until he reacts from 
the treatment and then escorts him back home. During the 
approximately two-week period of treatment and for at least 
two or three weeks following termination of treatment the 
patient must be under the strict supervision and companionship 
of the family. 
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As a result of these obscrvations, and a 
substantial number of suits in the District of 
Columbia against psychiatrists because of com- 
plications of electroshock therapy, we have 
authored a sheet of pertinent facts explaining 
electroshock therapy. This has been titled 
“Details of Electroshock Therapy” (Fig. 1). 
It describes the important features and se- 
quence of events during the administration 
of electroshock treatment, as well as the an- 
ticipated alterations of personality, and pos- 
sible physical complications subsequent to 
treatment. Instructions are given to the family 
for the post-treatment care and supervision of 
the patient. 


At the bottom of this information sheet 
there is a space for che signature of a member 
of the family and/or patient, indicating that 
they have read and understood the contained 
information. This information sheet may be 
supplied to the family in duplicate, one for 
signature to be retained by the physician, 
and the other for the family record at home. 


It should be emphasized that this signed 
form does not constitute consent for treat- 
ment. Such consent is obtained by signature 
on a proper hospital consent form such as 
in figure 2. You will note that this consent 
form also authorizes a colleague to treat the 
patient at the request of his doctor when 
necessary. 


The authors had some apprehension that 


FIG. 2 


CONSENT FOR ELECTROSHOCK AND/OR 
INSULIN TREATMENT 


INSULIN 


I, John Doe, a patient in the George Washington University 
Hospital, Washington, D. C., and I, Mary Doe, of 4444 
West North Street, being the wife, and nearest relative of 
John Doe, do hereby authorize and direct Dr. Blank or his 
designee, to administer 
aoe treatment, having been fully informed of its 
nature and purpose. I also agree to hold the George Washing- 
ton University Hospital, all of its officers and employees, and 
the attending physician free from liability for any injury 
which may result from such treatment. 
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the families who would read the details in 
the information sheet might be resistant to 
the treatment program. However, much to our 
gratification there has been little resistance 
on the part of patients or families. In fact, 
it has been our experience that on the whole 
patients and families have been receptive to 
an authoritative description of shock therapy. 
This response has supported our contention 
that factual, authoritative and printed infor- 
mation helps to dispel anxieties and fears 
which might otherwise develop from word-of- 
mouth distortions of relatives, friends or “well- 
doers.” It cannot be emphasized too strongly 
that incorrect or dramatized descriptions in 
lay presentations have added to the tensions 
of patients and families alike. 

It is our opinion that the compilation of 
this information sheet has helped to inform 
families and patients of the benign nature 
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of the treatment, and of the important con- 
tribution shock therapy has made to the man- 
agement of certain psychiatric disorders. We 
contend that as a result of the use of the 
foregoing information sheet much apprehen- 
sion of the laity has been lessened. In addi- 
tion, the authors personally experience peace 
of mind during the administration of shock 
treatment knowing full well that they have 
supplied the family and the patient with di- 
rect information and have in their possession 
a receipt acknowledging understanding of the 
information presented. 

As a result of inserts in several psychiatric 
journals describing this information sheet, a 
substantial number of responses were received 
and copies requested. The response urges us 
to suggest a general acceptance of such an 
approach in attempting to reduce the poten- 
tial for malpractice suits against psychiatrists. 


SMA’S NEW INSURANCE PROGRAM 


40,000 physicians throughout the South are now receiving information 
on the Association’s revised and expanded Group Insurance Program. 


Coverage now offered members include: 


(1) A new Disability (Sickness and Accident) with a sliding scale 


premium rate according to age, 


(2) A high level Accidental Death and Dismemberment Policy (up 


to $250,000.00), and 


(3) Catastrophic Hospitalization—paying up to $10,000.00 hospital 
benefits each for the doctor and members of his family, with 


elective deductible amounts. 


For further information write 


Charles O. Finley & Co., Inc., Administrator 
310 South Michigan Avenue 


Chicago, Illinois 
or 


Southern Medical Association 


Empire Building 
Birmingham, Alabama 
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Symposium on beriatrics 


The magnitude of the problem of aging in its varied aspects is receiving an increasing publicity. 
The social, economic, psychologic and medical aspects of aging touch every person, whether as a 
taxpayer, a public official, a doctor, a relative of an aged person or as a subject himself. Govern- 
ment at the federal, state and local levels has been facing up to the problem in one way or another 
for some years. Industry in some instances has become aware of serious features of retirement and 
is considering, and experimenting with an extension of employee's working life in one way or an- 
other. The medical profession in its organizations has been the laggard. Only recently did it 
recognize the problem through the American Medical Association. A Committee on Geriatrics 
was set up under its Council on Medical Service. Little stimulus, as yet, has filtered to the state 
and local medical associations. Government, industry and social agencies can move only in a 
limited fashion without the medical profession at their side. Their moves and efforts always must 
be based on the oldster’s physical and mental state. As always medicine will make its contribution 
eventually. This Symposium directs the reader's attention to the need for medical aid in planning 


for one of the biggest problems facing our country in the not too distant future. 


The Problems of the Senior Citizen: 


H. B. MULHOLLAND, M.D.,t Charlottesville, Va. 


THIS PANEL IS ASSEMBLED to discuss some of 
the problems presented by our so-called senior 
citizens. Suddenly, we have awakened to the 
realization that the lives of this group con- 
stitute a challenge to society and the medical 
profession. From every side, in the lay and 
medical literature, one hears discussions of 
the social, economic, and medical aspects con- 
cerned with this group. 


Over a year ago, the Council on Medical 
Service of the American Medical Association 
set up a Committee on Geriatrics to concern 
themselves with this area, hoping to stimulate 
an awareness of the magnitude of the problem, 
particularly on the part of the medical pro- 
fession. One might wonder why the com- 
mittee which was first activated under the 
name of Geriatrics Committee asked to have 
its name changed to the Committee on Aging. 
Geriatrics connotes to many those who have 
one foot in the grave, while aging starts at 
birth and continues on until death. There- 
fore, to really tackle this question it is neces- 
sary to start out with the conception that 
study, research and action must take into con- 


*Symposium on Geriatrics, Southern Medical Association, 
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sideration the entire life of an individual, 
which includes psychologic, mental and phys- 
ical factors which may affect and accelerate 
the process of aging. The Committee on Ag- 
ing of the A.M.A., therefore, has set its sights 
with the following objectives in mind: 

(1) To explore problems concerned with 
the medical, biologic psychologic, and social 
aspects of aging; (2) to collect data concerning 
energy maintenance, fatigue control, and the 
preservation of specific motivation; (3) to 
promote research in these areas; (4) to in- 
form the medical profession of the availability 
of information regarding the aging processes; 
(5) to stimulate medical society interest in 
the problems of the aging; and (6) to im- 
press upon the practicing physician the im- 
portant role he can play by assuming com- 
munity leadership to enrich the lives of older 
citizens. 

The latest figures indicate that there are 
now 14,500,000 people in this country who 
are over 65 years of age. The rate of increase 
in this figure in older people is twice that of 
the rate of increase in the general population. 
By 1965, by present estimates, there will be 
25,000,000 people over 65 in this country. By 
1980, 40 per cent, 75,000,000 of our popula- 
tion will be over 45, and what a political pres- 
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sure group this can turn out to be! Of 
the 75,000,000, 20,000,000 will have some in- 
volvement of the cardiovascular system, 
12,000,000 to 14,000,000 will have arthritis, 
and 20,000,000 some type of mental disturb- 
ance. To take care of the medical needs of 
these people will require much straight think- 
ing and action on the part of the medical 
profession and allied groups. 

For seven years the Commission on Chronic 
Illness studied the question of the care of the 
long-term patient, and the first release has 
been published by the Harvard Press. There 
is a necessity of providing units, associated 
with general hospitals, in which there will be 
a genuine interest in these people so that their 
disabilities may be properly evaluated. This 
would help to insure the proper disposition 
of cases,—some patients may belong in con- 
valescent homes, properly manned nursing 
homes, or rarely in chronic disease hospitals. 
Such an effort must spring from proper com- 
munity organization, so that the practicing 
physician knows what disposition to make of 
his patient with chronic illness. Indeed, many 
should be cared for best in their own homes 
with the proper help. This will entail the 
hiring of adequate personnel to do the job. 

The Committee on Aging recently sent out 
a questionnaire the answers to which indi- 
cated some lack of concern on the part of 
state and local medical societies on this ques- 
tion. Only 34 of 48 states replied, and 70.8 
per cent of these 34 have no committee in this 
sphere. The county medical societies ap- 
peared in a little better light, 45 of 84 reply- 
ing stating that 71.2 per cent had geriatrics 
committees. What is the importance of these 
figures? To me, it seems obvious that the 
magnitude and seriousness of this problem 
has not filtered down to any extent to the 
levels where its recognition is of such great 
importance. If those who must deal directly 
with many of the ravages which result from 
the aging process are not yet concerned, imag- 
ine the lack of knowledge of the general popu- 
lation. The opportunities in the field of edu- 
cation of the public and of the medical pro- 
fession are limitless. While the medical as- 
pects of this problem are of the utmost im- 
portance, much more grave are the possible 
impacts of this growing population on our 
social and economic structure. After all, un- 
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less we do face up to the problems presented 
by this group their impact on our social and 
economic structure in the near future may 
well be quite serious. Can we absorb the care 
and support of the majority of this group? 
We must strive to make them self-sustaining, 
and, indeed, often contributing not only to 
the support of themselves but to others. What 
are the issues as we now see them, the solution 
of which may serve to soften the blow, and 
how to incorporate this group into our every- 
day life as useful and active citizens. 


We must remember that modern life as 
lived in this country makes no provision for 
the oldster. Witnessing our housing develop- 
ments where there is no room for the grand- 
mother or grandfather, or even the mother or 
father. In other countries, namely, China, 
Scandinavia, Holland and England, an elderly 
person is venerated and the younger genera- 
tion listens to their words and seeks their 
advice. Some communities are experimenting 
with home-like facilities for the aged where, 
surrounded by friends and provided with ac- 
tive interest, they live a comfortable existence. 
I heard just the other day that suicide rates 
have been cut to practically zero in several 
such establishments, whereas the rates had 
been very high before such units were in use. 


Nutrition. One of the sad commentaries 
on our American way of life is that many 
older people are overweight. Statistically, it is 
quite evident that obesity leads to more in- 
creasing morbidity and decreases longevity. 
Control of weight alone is one of the methods 
of slowing down the incidence of hyperten- 
sion, coronary disease, diabetes, and vascular 
disease in general. Also, with the concentrated 
interest in the effect of lipids on the progres- 
sion of arterial changes, some progress may be 
made in diminishing the deterioration of 
various organs affected. There is hope that 
our vessels, if the practical results of such re- 
search pans out, may resemble those of the 
Bantus in Africa and of others who, living 
on a low fat diet, have soft, pliable arteries. 


Exercise. There is good evidence that in- 
creased blood cholesterol, which may be a fac- 
tor in accelerating arterial disease, can be kept 
down by an appropriate amount of sensible 
and moderate exercise. A balance between 
work and play should be obvious to all. Too 
much rest can have its manifest disadvantages. 
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Retirement. Unfortunately, through cus- 
tom and various pressures, the age of retire- 
ment has been considered to be somewhere 
around 65. Factors which have brought about 
this conception are the adoption of this ar- 
bitrary ceiling on the basis of past predictions 
in regard to mental and physical capabilities 
at this age, a feeling that from 65 years of age 
on, both of these factors must worsen. In the 
light of our present knowledge this is cer- 
tainly not necessarily so, and, indeed, many, 
many individuals can maintain their full 
mental and adequate physical capacity far 
beyond this point. Industry, unions, and the 
public must be made aware that the skills and 
wisdom of such a group must be utilized. 
There should be physiologic, rather than 
chronologic retirement. By this, I mean, that 
those who can contribute should in some way 
be allowed to continue on, if only on a con- 
sultative basis. Youth must be served, but not 
to the neglect of the elderly. Preparation for 
retirement should be an important part of 
everyone’s life, with the development of hob- 
bies and new skills being of paramount im- 
portance. 

Health maintenance. Health in all of its 
broadest aspects is so important to those in 
this phase of life. Moderation in every phase 
of living is to be sought, and the primary pre- 
vention of disease states or, at least, their slow- 
ing down should be our goal. To achieve this 
periodic health examinations are advocated. 
Just when these should be started and how 
often they should be done is a matter of de- 
bate. However, every man over fifty should 
have a health examination or a periodic check- 
up at least once a year. Such an examination 
should employ all of the modern methods for 
the detection of early symptoms and signs of 
disease. The most important of the methods 
to be used is the contribution of a good his- 
tory. Next, a thorough physical examination 
and the necessary laboratory tests and screen- 
ing procedures. In taking the history it is 
well to stress environment, fatigue, and var- 
ious strains which may adversely affect the 
aging process. To be considered also are dis- 
eased states experienced in earlier life. 

Rehabilitation. A talk such as this would 
be empty indeed if it did not mention re- 
habilitation. In areas where an enlightened 
medical profession exists, much has been ac- 
complished in putting the seemingly severely 
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handicapped oldster back to a state where he 
can at least care for himself and be an eco- 
nomic asset rather than a liability. 


Mental aspects. Too much stress cannot be 
laid on the importance of the proper psycho- 
logic and emotional adjustment of this group. 
As mentioned before, the let-down of retire- 
ment in those unprepared may lead to sudden 
and rapid physical deterioration, plus depres- 
sion. Death or suicide, loneliness and inac- 
tivity may exact their toll if this group is not 
handled sympathetically. Proper disposition 
too must be made of our mildly senile old- 
sters, with the utilization of suitable nursing 
homes and other facilities, not mental insti- 
tutions, for these persons. 


Income. Wherever these individuals are 
capable, they should have equal job oppor- 
tunities. In a recent group surveyed, only 
one out of twenty-five wanted to quit work. 
Various sources of income must be utilized to 
care for those who cannot support themselves. 
Adequate pension plans, O.A.S.I., social se- 
curity, and extension of health insurance, all 
may play a part. 

The community must take its full responsi- 
bility to provide the many services, counseling, 
welfare, home care, home nursing, and of 
greatest importance, coordination and cooper- 
ation to provide the needed services. Above 
all, first must be an awareness that the prob- 
lem exists and that it presents many features 
that need a solution. Churches, clubs and 
fraternal organizations may be quite helpful 
in the planning and implementation in this 
area. 


The cost may not be unreasonable. Dr. 
Theodore Klumpp has recently called atten- 
tion to some interesting figures,—that the pub- 
lic spends only 4 per cent of its income on 
medical care, which amounts to a per capita 
expenditure of $10 per annum, while $54 is 
spent on alcoholic beverages, $32 on tobacco, 
and $18 on interest on debts. The public must 
be educated to budget for medical care as it 
should do for other expenditures. 


The medical profession must help with all 
of its resources, which should include those 
whose interests lie in preventive medicine, the 
problems of medical care, rehabilitation, and 
the social aspects concerned. All must get to- 
gether to plan and do something about it. 
Research should be stimulated in all of the 
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various manifold aspects of aging. I am sure, 
after we have heard all of the presentations 
here today, we will conclude that we, as the 
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medical profession, must assume the respon- 
sibility and provide the leadership to tackle 
this job. 


Rehabilitation of the Elderly 


EDWARD M. KRUSEN, M.D., Dallas, Tex. 


WITH THE MARKED INCREASE in life expectancy, 
rehabilitation of the elderly patient is becom- 
ing a more and more important problem. I 
am certain that other members of this panel 
will discuss various problems of aging and the 
aged with up-to-date statistics. Therefore my 
discussion will confine itself primarily to med- 
ical problems. Suffice it to say that it has 
been estimated that there are now over 12 
million persons 65 years of age or older, and 
that by 1975 there will be 20 million.’ Since 
many people in that age group have chronic 
diseases which are not amenable to a defin- 
itive cure by drugs or surgery, there arises a 
tremendous problem from the rehabilitation 
standpoint. 


Rehabilitation has been defined as “the 
third phase of medicine beyond diagnosis and 
definitive treatment.” More specifically, it 
consists of physical therapy and occupational 
therapy which are employed to reduce the 
disability as much as possible, training in the 
activities of daily living within the patient’s 
abilities, psychologic and social guidance, and 
vocational training and placement. 

As in all other forms of treatment of the 
elderly, medical rehabilitation of the aged 
differs from that of younger people in certain 
respects, and there are certain important fac- 
tors involved that will be considered first. 
Following this, I would like to discuss some 
diseases prevalent in the elderly for which 
rehabilitation procedures are particularly ap- 
plicable. And lastly, I would like to make 
certain suggestions for improving rehabilita- 
tive services to the elderly. 

I. Rehabilitation of the aged differs from 
that of younger people in a number of ways 
which must be considered by the physician 
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because they tend to make rehabilitation more 
difficult in many cases. 


(1) There is a greater tendency for the 
elderly patient to develop contractures. These 
contractures must be prevented or overcome 
if satisfactory functional results are to be ob- 
tained. For example, we studied 195 cases 
of hemiplegia in patients ranging in age from 
4 to 86 years.? In this study, we concentrated 
primarily on the contractures of periarthritis 
of the shoulder and the shoulder-hand syn- 
drome. Periarthritis of the shoulder did not 
become a serious problem until age 40 years 
and over. The reflex circulatory phenomenon 
of the shoulder-hand syndrome was not pres- 
ent in any patient under the age of 40, and 
increased in incidence in each older group: 
age 40 to 49 years, there were 12 per cent; 
age 50 to 59 years, 20 per cent; age 60 to 69 
years, 21 per cent; and 70 to 79 years, 27 per 
cent. We feel this is a good example of what 
can happen in other joints in the elderly pa- 
tient with complete or partial paralysis. 


The same study pointed up the tremendous 
value of early treatment in preventing such 
contractures. If treatment was started within 
the first week after the onset of the hemi- 
plegia the incidence of shoulder involvement 
was only 22 per cent; if started after from 1 
week to 1 month, it was 57 per cent; and after 
from 1 month to 6 months, 66 per cent. The 
incidence of shoulder-hand syndrome for the 
corresponding periods was 5.5, 14, and 34 
per cent. 


(2) Another problem in rehabilitation is 
the intolerance of the elderly patient to pro- 
grams of exercise. The older patient often 
cannot tolerate strenuous exercise because of 
cardiorespiratory inadequacy, and frequently 
will not tolerate even mild pain associated 
with some forms of exercise. Therefore, prog- 
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ress has to be slower and careful check must 
be made on the cardiorespiratory response. 


The elderly patient is also intolerant to 
other physical agents, such as heat and cold. 
It is inadvisable to apply heat generally to 
the patient over 60. For example, the use of 
the Hubbard tank with elevation of general 
body temperature is usually contraindicated 
in such patients. This is one reason why it is 
more difficult to treat elderly patients with 
rheumatoid arthritis. In addition, great cau- 
tion must be used in applying heat locally to 
avoid burns where circulation may be inade- 
quate. In order to increase circulation in such 
areas, it may be necessary to utilize reflex 
vasodilatation by applying heat elsewhere. 

(3) Psychologic factors may hamper prog- 
ress in the rehabilitation of the older patient. 
These often involve not only the patient but 
also his family. Frequently the patient has a 
defeatist attitude, having lost hope and the 
desire to get well. Unfortunately, unlike the 
use of drugs or surgery, it is impossible to 
rehabilitate a patient who does not want to 
put out the necessary effort himself. One of 
the best ways of overcoming this difficulty in 
a large department of rehabilitation is to give 
the elderly patient the opportunity of .observ- 
ing others in his own age group who have 
made satisfactory progress. It is always gratify- 
ing to note the effect of seeing others having 
greater handicaps on a patient filled with 
self-pity. 

Similarly, the family of the aged patient 
often anticipates the worst and has no concept 
of what can be accomplished by proper re- 
habilitation. They have to be told and shown 
that the individual who has been successfully 
rehabilitated can take care of his own needs 
and be an asset rather than a burden in the 
home. It is well to bring a member of the 
family into the department and let him ob- 
serve his relative performing various activities 
of self-care during the training period in order 
to convince him. It is a peculiar fact that 
parents will always believe something can be 
done for their child even if it appears hope- 
less, while the same persons will readily be- 
lieve that nothing can be done for their aged 
relative, even though the prognosis may be 
favorable. 


(4) This brings us to the sociologic prob- 
lems involved in the rehabilitation of the 
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aged. In addition to the problems of the pa- 
tient and his family, there are a multitude of 
factors too numerous to mention here, which 
are to be discussed by other members of this 
panel. Suffice it to say that, if an effort is 
made through social service to find com- 
munity participation and social acceptance 
for the elderly patient by his own age group, 
the problems of rehabilitation can be con- 
siderably lessened. 

(5) Vocational factors are of primary im- 
portance in any successful rehabilitation pro- 
gram. In general, the older patients cannot be 
retrained for new jobs. Most State Vocational 
Agencies have made it a rule not to accept the 
elderly patient for retraining courses. In ad- 
dition, it is also extremely difficult to get em- 
ployers to hire an older person with even a 
minor handicap. A great deal of effort has 
been made to break down the resistance of 
employers against older workers and we hope 
that this trend will eventually affect those 
with handicaps. 

Fortunately, many of these elderly patients 
have advanced far enough in their own field 
over the years of employment that they can 
return to their old positions if rehabilitation 
has been at all successful. For example, we had 
an executive as a patient who had a severe 
hemiplegia with marked speech involvement. 
After being taught to walk, and to write with 
the left hand, he returned to work and we 
often are amused at reading in the newspaper 
long quotations of what he reportedly “said.” 

II. Next I would like to talk to you briefly 
about some of the common diseases of the 
elderly. One of these is hemiplegia, certain as- 
pects of which we have mentioned before. The 
incidence of this disease reaches a peak in the 
age group of 60 to 69 years.? Ideally, treat- 
ment should start at least within the first two 
weeks to prevent contractures, as was noted 
above. Particular care should be taken in re- 
education and strengthening exercises to pre- 
vent the muscles, whose function naturally re- 
turns slowly, from being overpowered by the 
muscle groups having a more rapid return of 
function. As soon as active minimal straight 
leg raising can be accomplished, the patient 
should be started on gait training. We found 
if these patients had at least a month of treat- 
ment, 90 per cent could be taught to walk 
independently. If the dominant hand is in- 
volved, speech therapy is often needed, and 
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if there appears to be a poor prognosis in the 
dominant hand an effort should be made to 
use occupational therapy to train the oppo- 
site arm in activities of daily living. With 
the cooperation of the family, the majority of 
these patients can be made independent of 
nursing care so that, even if they cannot re- 
turn to work, they are not a burden to their 
family. 

Extrapyramidal disease due to arterio- 
sclerosis occurs more commonly in older peo- 
ple. While rehabilitative procedures may be 
of limited value in Parkinsonism because of 
the progressive nature of the disease, rehabili- 
tation may prevent enough of the contrac- 
tures and maintain enough muscle strength 
to keep these patients functional for consider- 
ably longer periods of time. We have recently 
had some patients who had undergone surgi- 
cal and injection procedures in a direct at- 
tack on the globus pallidus. We believe that 
these patients have been considerably bene- 
fited by follow-up rehabilitation procedures. 
One patient who had been bedridden for 10 
years is now able to walk independently. 

Another problem that is not uncommon in 
the elderly is degenerative cord disease. In 
this type of patient an exercise program di- 
rected at the specific weaknesses is often of 
tremendous help in maintaining a functional 
level. 


With increased age there are of course an 
increasing number of circulatory problems re- 
sulting in amputations. Wherever there is 
no absolute contraindication, we feel these 
patients should be given the benefit of arti- 
ficial limbs. We have a number of patients 
in the old age group who have done extremely 
well on prosthetic legs and who are able to 
walk with a minimal expenditure of effort. 
The psychologic value of a prosthesis in these 
elderly patients is at least as great as in the 
younger person. 


One of the problems that comes to the at- 
tention of every physician dealing with older 
people is arthritis. The high incidence of 
osteoarthritis in these persons is well known. 
Treatment is primarily symptomatic, using a 
suitable form of heat and massage over the 
involved areas. Therapeutic exercise, consist- 
ing of nonstrenuous, nonweight-bearing, ac- 
tive exercises and muscle-setting exercises, is 
usually helpful. In addition, the patient 
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should be taught how to protect the damaged 
joints from further injury by proper body 
mechanics. 

The incidence of rheumatoid arthritis is in 
our experience also not inconsiderable in the 
older age group. Rehabilitation programs to 
prevent contractures and to maintain joint 
motion and muscle strength are of great value, 
particularly in conjunction with the use of 
steroid therapy. 

There has been an increasing awareness of 
the need for rehabilitative procedures in 
heart disease and diabetes mellitus. A num- 
ber of studies are presently under way to de- 
termine the effect of supervised graded exer- 
cises in the rehabilitation of these patients. It 
is becoming apparent that cardiac and diabetic 
patients should be tested under supervision in 
situations similar to their normal environ- 
ment before discharge from close medical 
supervision. 

III. One of the greatest problems in the 
rehabilitation of the elderly patient is how 
to make his rehabilitation practical from an 
economic point of view. Fortunately, there 
are some patients of advanced age who have 
attained sufficient financial security that re- 
habilitation provides no serious economic 
problem. However, that is not true of the 
majority of our elder citizens. In 1948, it was 
shown that of 11 million people over 65 years 
of age not living in institutions, only 20.4 per 
cent had incomes of $2,000 a year or more.® 
In addition, it has been shown that there are 
very few beds provided by public agencies 
connected with rehabilitation facilities. The 
Commonwealth of Pennsylvania, in 1951, pro- 
vided less than 0.5 per cent of beds for reha- 
bilitation, while a conservative estimate at 
that time was that there were at least 10,000 
patients in the state needing rehabilitation.‘ 
I am sure the same is true in other areas of 
the country. Unless we are willing to provide 
innumerable beds for custodial care for the 
disabled aged patients, all hospitals, private, 
nonprofit, and government, alike, will have 
to take certain steps to meet this problem, 
together with doctors in all medical fields: 
(1) First, these patients should be given early 
and intensive rehabilitation to prevent per- 
manent disability wherever possible, and to 
return the patient to his home as quickly as 
possible. For example, we feel it is far more 
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effective and considerably less expensive to 
treat a patient twice a day than to treat him 
once a day for twice as long a period of time. 
Besides, we all know that the longer the pa- 
tient remains in the hospital, the more re- 
luctant the family becomes to take him home. 
Of course, ideally a patient is treated for as 
long a period during the day as he can toler- 
ate safely. 


(2) In order to make early rehabilitation 
more economic for either the family or the 
community, it is recommended that all hos- 
pitals set aside some low-cost convalescent beds 
for rehabilitation patients. After all, after 
the acute stage of the disease has passed, there 
is usually little need for the expensive nursing 
care which constitutes the major cost of a hos- 
pital bed. The psychologic advantage of 
grouping these patients together has already 
been mentioned, and training in self-help is 
made easier by such an arrangement. Inde- 
pendent rehabilitation centers generally do 
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not answer this need, since the patient can- 
not be referred until after his discharge from 
the hospital. At that time he can usually be 
treated more economically on an outpatient 
basis. It is also recommended that geriatric 
outpatient departments be formed in hospitals 
in close connection with a rehabilitation unit. 

(3) The final need in providing proper 
care for these patients is the development of 
new and improved rehabilitation technics. It 
is hoped that in the future improved, stand- 
ardized rehabilitation procedures will be 
available in every hospital for every patient 
who needs them. 
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Highlights of the First Pan-American 
Congress on Gerontology’ 


WENDELL D. GINGRICH, M.D.,f Galveston, Tex. 


Tue First PAN-AMERICAN ConGREss of Geron- 
tology was held September 15 to 22, 1956, at 
the famous and spacious University City near 
Mexico City. President of the Congress was 
Dr. Manuel Payno of Mexico City and prime 
instigator was Dr. Edmund Vincent Cowdry 
of Washington University in St. Louis. There 
were some notable members present, among 
them Dr. Enrico Greppi of Italy, President- 
Elect of the International Gerontological So- 
ciety. Attendance at the Congress was some- 
what less than anticipated, about 300, repre- 
senting 14 nations; there were a few early 
technical difficulties which seemed more im- 
portant at the time than in retrospect. But 
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the excellent simultaneous Spanish-English- 
French translation facilitated communications 
immeasurably and the newspaper-style Diario 
de los Congresos together with the volume of 
abstracts of the papers are valuable records 
of the Congress. The simple fact that the Con- 
gress was organized and held is a tribute to 
the considerable efforts of many interested 
parties. It pointed the direction of things to 
come in the field of gerontology. The per- 
sonal associations, new and old, of people with 
a purpose from various countries and from 
different disciplines related to problems of 
aging populations, as well as the more formal 
contributions of the attending members are 
intangibles that made this Congress so very 
well worthwhile. 


The University City provided a remarkable 
setting. Begun in 1950 and occupied about 


vol 
2} 
ing 
cos 
Pe 
the 
mt 
thi 
sec 
M: 
of 
ex 
as 
Sy 
an 
oc 
SC. 
gi 
tr 
ar 
ti 
al 
b 
ci 
Pp 
b 
h 
re 
n 
e 
: 
i 


VOLUME 51 


2 years ago, it covers 300 acres, has 18 build- 
ings and was constructed at a relatively low 
cost due to the use of materials from the 
Pedregal where it is located. The expanse, 
the striking architecture, and the “outside 
murals” (as I call them) are illustrated in 
these few slides. Following inauguration, the 
second day was given over to celebration of 
Mexico’s Independence Day. The hospitality 
of our Mexican hosts was indeed cordial as 
extended individually, in small groups, and 
as scheduled events including receptions, a 
Symphony Concert, Ballet of National Dances 
and Dresses, sight-seeing trips and a Farewell 
Ball. You may infer correctly, then, that the 
occasion was an enjoyable one as well as 
scientific. 


The work or scientific content of the Con- 
gress was presented in approximately 300 con- 
tributions of medical, biologic, psychologic 
and sociologic interest. General considera- 
tions of the aging populations and its attend- 
ant problems and management were discussed 
by Dr. Roswell B. Perkins of the Federal Coun- 
cil of Aging. His mention of: (1) broader op- 
portunities of employment, (2) assurance of 
basic income in retirement, (3) improved 
housing for older persons, and (4) intensified 
research into chronic disease and mental ill- 
ness illustrated the direction of some of the 
efforts in the United States. Most of the Latin- 
American countries are becoming aware of 
the approaching problems and had representa- 
tives present their programs. None of them 
have as much as 2 per cent of their population 
over the age of 60 years as yet and the magni- 
tude of their problems is to be seen in the 
next decade. A goodly number of programs 
of various institutions, organizations, veterans’ 
bureaus and agencies were outlined. The va- 
riety of really good programs was quite evi- 
dent, the one of the state of Missouri, for ex- 
ample, being remarkable for its comprehen- 
sive plan. One unusual note was given in a 
critique of the conceptual bases of programs 
for old age to the effect that all surveys and 
activities promoted are by professional and 
business (“white collar”) personnel and there- 
fore somewhat misdirected for the mass of in- 
dustrial laborers being retired. The point was 
well taken and worthy of consideration by 
every individual developing plans for retire- 
ment. The return comment is, of course, that 
many laborers upon retirement welcome the 


SYMPOSIUM ON GERIATRICS 229 


opportunity to participate in the so-called 
“white collar” hobbies and activities. 

On the medical and surgical side the con- 
tributions ranged from biologic considera- 
tions to practical clinical aspects. In an analy- 
sis of anesthesia in 5,000 surgical cases it was 
found there was no greater risk in patients 
over 60 years than in the young, if the anes- 
thesia was adjusted to the physical status. Vas- 
cular surgery, preoperative and postoperative 
care, psychologic as well as the physiologic as- 
pects of patients, neoplastic disease and num- 
erous other topics were well presented. Nu- 
trition was discussed in relation to specific 
vitamins, amino acids, minerals, etc. There 
was general agreement that deficiencies could 
arise from improper confirmed food habits 
(psychologic) or from poor absorption (path- 
ologic) and these factors should therefore be 
borne in mind in the medical care of individ- 
uals as well as in large institutional groups. 


Cardiovascular diseases were the subject of 
excellent demonstrations as well as discus- 
sions. New means of investigation involving 
the use of an electronic pneumoplethysmo- 
graph and of x-ray diffraction of multivalent 
metallic ions in arterial elastic tissue were 
presented. The pathogenesis of arterio- 
sclerosis, the proneness of elderly patients to 
digitalis intoxication, cardiac arrhythmias, 
therapy and grading of hypertension, lipoid 
metabolism and infarction, as well as other 
aspects were presented in creditable fashion. 
Recent developments in the therapy of dia- 
betes mellitus, some which were discussed in 
another section of the present meeting, were 
presented. Osteoarthritis was described as a 
disharmonious relation of bone atrophy and 
hypertrophy, in contradistinction to harmoni- 
ous combination of these two processes which 
occurs in simple aging. One investigator re- 
ported as high as 82 per cent improvement 
in osteoarthritis with combined estrogen- 
androgen and thyroid therapy. 

Biologic as well as medical studies of hor- 
mones in relation to aging were presented. 
Chromatographic studies of young, elderly 
and patients under hormone therapy were re- 
ported. This type of control may well become 
a guide to treatment in various indications for 
hormone therapy. Other biologic reports dealt 
with the establishment of biochemical and 
physiologic norms for different age groups. 
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Of the various changes of age described, such 
as the anatomy of the epithelium, the skeletal 
and nervous systems, and the steady decrease 
of vision in dark adaptation studied from 
ages 16 to 89, reveal a perfect correlation so 
accurate as to permit the determination of 
age within narrow limits of error. This is of 
considerable practical application in aviation 
medicine. Longevity turned up to be a lively 
and interesting subject. In protozoa and roti- 
fers, under certain conditions, the evidence is 
clear that the selection of parents of increasing 
age leads to decreasing viability of offspring. 
As many of you know this question is under 
investigation for both mice and men. 

Neuropsychiatric topics discussed included 
management of emotional difficulties of the 
elderly, and of senile psychosis. The latter 
condition is considered intractable, but more 
complete study of many patients revealed that 
their illnesses were actual functional disorders 
amenable to treatment to the extent that they 
were rehabilitated to useful occupations. On 
the other hand, it was pointed out that the 
early diagnosis of intracranial lesions is missed 
because of dismissal of signs as “senile be- 
havior.” The vast field of mental health as 
related to old age was considered in its many 
aspects. Its relation to adult recreation, edu- 
cation and guidance showed the interdepend- 
ence of medicine on the one hand and psy- 
chology and sociology on the other. Some of 
the psychology topics were on the retardation 
of voluntary responses and on reminiscence 
(in acquisition of perceptual-motor skill) as a 
function of maturity and chronologic age. 
The remarkable individual variability leads 
to the conclusion that many factors other than 
chronologic age influence the performance in 
all these tests. The best test for evaluation of 
any person in a given occupation is “on the 
job performance.” Some cheerful news for 
oldsters was given by Wechsler who reported 
a shift in the peak of intelligence test per- 
formance to the age group 25 to 29 as com- 
pared with 20 to 24 twenty years ago and the 
60 year old subjects scored two years better 
now than previously. 

The broad scope of sociology permits mere 
mention of some of the numerous important 
facets related to the aging population. In a 
changing social structure where the individual 
can no longer live with, nor be supported by 
his children, economic security, flexible re- 
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tirement to permit some form of occupation, 
status in society, satisfactory housing, adequate 
medical care and many other considerations 
became major problems. At this Congress 
numerous excellent contributions were pre- 
sented on these phases as well as on criteria 
for measuring social competency, plans for 
gradual retirement, preretirement counseling, 
adult education and recreation. Accounts of 
remarkably well adapted homes, villages, of 
the general up-grading of nursing homes and 
of home visitation programs revealed the ef- 
fective manner in which various enterprises 
and agencies are coping with some of the 
problems. One example may be cited here to 
illustrate how the sociologist works for the 
medical profession as well as for the welfare 
of the community. In a survey of certain Flor- 
ida counties 1,278 persons of 50 years and 
over were interviewed as to the incidence of 
disabling illness during a 6 month period, 
also as to the cause of illness, the medical and 
hospital care received, and further as to use 
of various health-care facilities including phy- 
sicians and surgeons, dentists and nurses. 
From such information comes the estimate of 
adequacy of medical care and the needs for 
same of a given region. 

Finally, mention must be made of the place 
for geriatrics in the medical school curricu- 
lum. Although there has been some advocacy 
of a separate chair or professorship for geriat- 
rics, the general trend is to orient existing 
curricula in their several courses and depart- 
ments toward geriatrics. Councils have been 
set up in some schools and the scope has ex- 
tended to para-medical disciplines so that the 
term gerontology has superseded geriatrics. 
The gathering of interested instructors of re- 
lated departments into consultative and de- 
liberative councils has served very well to ad- 
vance a cooperative effort for gerontology in 
several of our medical schools. Even though 
others are sure to follow the same course, here 
is an opportunity for some of you to press for 
more activity and less delay in your own 
school. 


In conclusion, it is a privilege for me to re- 
late to you some of the attainments of the First 
Pan-American Gerontological Congress. The 
Congress was very educational for me, par- 
ticularly with respect to the obligation of the 
medical profession to work along with the 
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scientists and laymen interested in this sphere 
of activity. They request advice and direction 
at every turn and, in return, the benefits of 
their services for physicians reveals unexpected 
opportunities and good will. Everyone con- 
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cerned with the organization of the Congress 
deserves to be highly complimented for its 
success and our American neighbors are to be 
commended for their awareness of, and inter- 
est in, the problems of aging at this time. 


Governmental and National Agencies 
in Problems of the Aging: 


F. J. L. BLASINGAME, M.D., Wharton, Tex. 


AS FAR AS LONGEVITY IS CONCERNED, the 
twentieth century is a unique period of his- 
tory, especially in the United States. It is 
probable that expectancy at birth in the days 
of the Roman Empire was less than 20 years. 
It is my understanding that the nations re- 
porting to the World Health Organization 
today show a life expectancy at birth of a 
little more than twice 20 years, though the 
figure is probably lower in those nations not 
reporting. Although no accurate worldwide 
Statistics are available, life expectancy at 
birth can be estimated at about twice that 
of the days of Julius Caesar. Though the 
upswing is slow, life expectancy at birth is 
higher now the world over, and longevity 
will likely become even greater in the future. 

In the United States, changes toward an 
aging population have appeared with even 
more dramatic speed. In 1900, life expectancy 
at birth was about 47 years, while in 1950 
this figure had increased to 68 years. 

The mean average age rose from 34 years 
in 1900 to 59 years in 1950; and the median 
age at death in 1900 was a little more than 
30 years, while in 1950, the median age at 
death was 66 years. 

The population in the United States since 
1900 has more. than doubled from 75,000,000 
to approximately 165,000,000; but the num- 
ber of the population over 65 years has 
quadrupled in the same period of time from 
3,000,000 to better than 12,000,000. In 1970, 
it is estimated that the number of people 
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over 65 years will be 18,500,000 assuming 
only that the present trends continue. 

It is well to remember that no such hap- 
pening has ever occurred in human history, 
and that we are witnessing a fundamental 
change in the composition of our popula- 
tion,—a change that is taking place, at least 
in our country, with suddenness and with 
profound effects. 

While such effects are important, discussion 
of them is beyond the scope of this paper, 
except to mention as background informa- 
tion that this shift to an aging population 
has significant medical, economic, sociologic, 
and philosophic impacts. 

While the medical profession can justly be 
proud of its important role in assisting to 
increase life expectancy, our profession must 
be alert to recognize that this alteration 
through aging in our population has created 
different and pressing problems. 

I shall outline briefly some of the efforts 
being made at the national level to meet 
these problems. 


Scientific Efforts 


Physicians and other men of science have 
come to recognize the importance of studying 
the effects of an aging population. A general 
specialty of gerontology, the study of the 
aging, has come into being, and many geriatric 
groups have been formed. 

In the American Medical Association, the 
Council on Industrial Health is concerning 
itself with the older worker in industry. 

The American Medical Association re- 
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cently established a Committee on Aging in 
the Council of Medical Service with the 
following objectives: 


1. To explore problems concerned with 
the medical, biological, psychological, and 
social aspects of aging. 

2. To collect data concerning energy 
maintenance, fatigue control, and the preser- 
vation of specific motivation. 

3. To promote research in these areas. 


4. To inform the medical profession of 
the availability of information regarding the 
aging process. 

5. To stimulate medical society interest 
in the problems of aging. 

6. To impress upon the practicing physi- 
cian the important role he can play by as- 
suming community leadership to enrich the 
lives of older citizens. 


National Voluntary Agencies 


Three national voluntary agencies which 
work primarily with problems of the aging 
are: The National Committee on the Aging 
of the National Social Welfare Assembly, the 
American Geriatrics Society, and the Geronto- 
logical Society. It is my understanding that 
the National Committee on Aging is especially 
interested in retirement and other economic 
aspects, and it may be said that these national 
agencies, as well as others, are concerned 
mainly with the general socio-economic prob- 
lems of older persons, the medical aspects 
being somewhat incidental. 

It is my impression that, as yet, these ef- 
forts are uncoordinated, indefinite, and in a 
relatively new field. 


United States Governmerital Agencies 


Federal Council on Aging. In April, 1956, 
President Eisenhower established a Federal 
Council on Aging in an effort to correlate 
the resources of the federal government in 
dealing with the problems of aging. He di- 
rected this Council to, (1) review existing 
programs, and (2) make recommendations as 
to the appropriate department and agencies 
of the government. 


This Council is composed of representatives 
of twelve departments and agencies having 
an interest in problems of aging and are as 
follows: Health, Education and Welfare; 
Treasury; Interior; Agriculture; Commerce; 
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Labor; Office of Defense Mobilization; Civil 
Defense Commission; Veterans Administra- 
tion; Housing and Home Financing Agency; 
Small Business Administration; and National 
Science Foundation. 


President Eisenhower asked that the Coun- 
cil give attention to the many ways of as- 
suring older persons the opportunity to con- 
tinue their self-sufficiency. He suggested that 
to try to achieve this objective and that em- 
phasis should be placed on improvements in 
such areas as: 

1. Preservation of physical and mental 
health rehabilitation. 


2. Income maintenance. 

3. Employment and retirement. 

4. Housing, living arrangements, and 
family relationships. 

5. Education, civic participation, and rec- 
reation. 

He further outlined suggestions for initial 
projects as follows: 

1. Take over the activities of the inter- 
departmental working group on aging. (This 
“Group” was established in 1955 to coordi- 
nate the activities of the Department of 
Health, Education and Welfare and eight 
other federal departments concerned with 
aging.) 

2. Develop further plans for federal and 
state conferences on aging. 

3. Approve additional new projects. 


4. Approve publication of two docu- 
ments,— 


A. An inventory on all federal programs 
and activity in the field of aging. 

B. A list of government publications on 
aging by the various federal depart- 
ments. 


Research 


I should like to make some comments con- 
cerning the financing of research in the 
United States on aging. It is almost impos- 
sible to speak accurately. In part, this cir- 
cumstance arises out of a lack of definition. 


Aging begins at conception and ends at 
death. Aging is complex and poorly under- 
stood. The fundamentals of research in this 
field cut across many of our basic physical 
and social sciences. Most of the nongovern- 
mental institutions have been studying and 
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describing social problems of an aging popu- 
lation, while governmental agencies have 
sponsored research directed toward the study 
of basic biologic problems. 

The total amount of money the federal 
government is currently spending in research 
in this field is not known to me, and I doubt 
that an estimate is available. The Department 
of Health, Education and Welfare estimated 
in October, 1956, that it is now spending 
about $2,000,000 to study aging, this amount 
being divided about equally between direct 
operations within the department and grant 
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projects outside of the department. This 
$2,000,000 is out of a research budget for 
1956 of $98,000,000. There appears to be no 
short-cut to new knowledge in this field, and 
there seems to be a need for intensified ef- 
fort and concerted attacks on many fronts in 
research. 
Summary 


There is a general awakening in the pro- 
found significance of the aging of our popu- 
lation. The medical profession has a unique 
opportunity and an obligation to assume 
leadership in many aspects of this problem. 


W. W. WILKERSON, JR., M.D.** + Nashville, Tenn. 


IN THE SAME RATIO that our span of life 
lengthens, the importance of presbycusis, the 
loss of acuteness of hearing due to aging 
processes, increases. 

In people over 65 years of age, the ratio 
of the deaf to persons with good usable 
hearing is not known specifically. However, 
a random sampling of 2,500,000 adults, by 
the National Health Survey of 19361 indicated 
that one of every 14 men, and one of every 
18 women between the ages of 65 and 74 
had hearing impairment. 

These approximate figures were more re- 
cently verified by hearing tests made at both 
the California and the Wisconsin State Fairs. 


Etiology and Pathology 


This essay will deal with hearing losses 
due to presbycusis. Many other diseases, how- 
ever, such as middle ear infection, industrial 
deafness, Meniere’s disease, otosclerosis, and 
the like may be associated with this process. 
One should bear in mind that any loss in 
ability to concentrate reduces one’s ability to 
hear. 
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t+In Dr. Wilkerson’s absence, his paper was read by Dr. 
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Atrophy of the basal coil of the cochlea 
is now considered the causative factor in 
presbycusis. This has been tentatively proved 
by various investigators, including Schuk- 
necht.2 He and his associates did excellent 
experimental work using cats. 


Some investigators feel that arteriosclerotic 
changes and blood cholesterol above normal 
limits contribute to this condition. 


Pathology. Aging is a variable process 
causing senescent changes in all the cells of 
all systems. Undoubtedly hereditary influences 
account in part for the differences which 
individuals of the same age group exhibit in 
senile changes. 


Cowdry*® in discussing the aging of cells, 
divided them into four groups. The first three 
groups in his classification are of no interest 
in my discussion. Of the fourth group, fixed 
postmitotic cells, he states that they are not 
capable of division. In consequence the nerve, 
cardiac and skeletal muscle cells, exhibit the 
downswing of vital activities leading, inevi- 
tably, to senility and death. The great numeri- 
cal excess of these cells, combined with a 
tenacity of individual life, enables many to 
continue in service, though a number die. 

The lives of all cells are conditioned by 
heredity and environment. This is evident 
in the presence, or absence of a characteristic 
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vigor or tenacity of life, in the whole body 
or in some of its parts. Individual cells of the 
same type may differ at all ages and in 
senile changes. 

Since there is no change with age in the 
spinal, endolymphatic or perilymph fluid, the 
pathology of presbycusis is found in the nerve 
cells. 

These pathologic changes in the nerve cells 
are: 

1. Shrinkage (including the cells in the 

brain) 


~ 


Pigmentation 
Fatty degeneration 
Lysis 


Cr So 


Increase in connective tissue 


6. Changes in the cellular elements of 
fluids 

Arteriosclerosis also may produce degenera- 
tive lesions of the cochlea. The first changes, 
whether due to atrophy of age, atrophy at- 
tributable to heredity, or the atrophy of 
arteriosclerosis, usually occur at the base of 
the organ of Corti, the spiral ganglion cells, 
and perhaps, the peripheral nerves. 


Symptoms and Signs 


(1) Nerve deafness and loss of acuteness of 
hearing for all tones, but particularly, for 
the high tones is characteristic. Notes of a 
bass drum are heard better than those of 
equal intensity of a flute. Likewise, vowels 
are heard better than consonants. 

(2) There is loss of discrimination, mean- 
ing the inability to hear each of the various 
letters and syllables of a word, which pre- 
vents the word from being understood. Loss 
of discrimination is frequently evident, even 
when there is only slight loss of pure-tone 
hearing. 

(3) Recruitment. This denotes the hearing 
of a sudden crescendo of sound when the 
sound is increased slightly above the patient’s 
threshold of hearing. Unfortunately, sec- 
ondary noises in the room increase this phe- 
nomenon of recruitment. The intensity of 
voices must be greatly increased in order to 
be heard by the deafened person. At a certain 
point of intensity, the sound is suddenly in- 
creased several times in volume to the listen- 
ing ears. This, too, creates an unfavorable 
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climate for hearing, which can be compared 
to the sudden turning of the volume control 
of a radio back and forth. At times this phe- 
nomenon actually produces discomfort and/or 
pain. Recruitment is present in 40 to 60 per 
cent of the cases of presbycusis. 

(4) Tinnitus, or noises in the ears are high- 
pitched in tone producing psychic disturb- 
ances more frequently than would be caused 
by noises of a low tone level. 


(5) Limited field of hearing. Patients with 
presbycusis, who have sufficient hearing to 
understand conversations, find that voice is 
discernible only a few feet away. Hence, they 
may be able to chat with one person, but 
are unable to take part in a general conver- 
sation. 

(6) Auditory or receptive aphasia may be 
present. 

In examining patients with presbycusis, the 
entire science of gerontology must be con- 
sidered, since normal aging produces a com- 
plex psyche and soma. A general physical 
examination is always indicated. Psychiatric 
and psychologic studies are frequently of 
value. 

The otolaryngological examination in the 
uncomplicated cases is well within normal 
limits. However, the lymphoid tissue of the 
nasopharynx and around the orifices of the 
eustachian tubes as of earlier age, will not be 
seen. 


Audiometric examinations reveal varying 
degrees of hearing loss, especially of the high 
tones, usually severe in extent. Speech recep- 
tion loss likewise is frequently marked. 


Prognosis 


The prognosis should always be guarded. 
This is important in dealing with the aging, 
in order to avoid psychologic stress. 

When the hearing loss progresses slowly, 
one rarely becomes deaf; whereas, a sudden 
loss of hearing may precede a complete loss 
of function. 


A. The male has the greater hearing loss at 
65 years of age. After this age the hearing 
tends to remain stationary in both the male 
and female. However, the female’s deafness is 
more prone to increase than the male’s. Treat- 
ment per se of presbycusis is of no value. Yet, 
much can be achieved in many of these cases. 
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Treatment 


The treatment may be divided into four 
categories. 

1. Complete general physical examination. 

2. Treatment of psychologic factors involv- 
ing inability to work, insecurity, the loss of 
ability to adjust to ordinary conditions and, 
particularly, to new things, such as learning 
to hear again. Vocational rehabilitation is 
frequently indicated. 

3. In suitable cases treatment includes the 
fitting of a hearing aid. Despite comments 
to the contrary, we have found at our Center 
that many of these patients, some over ninety 
years of age, obtain excellent results with 
properly fitted hearing aids. A hearing aid 
should be fitted at a Hearing Center where 
many makes and models are available for 
testing, and most important, where profes- 
sional personnel with adequate facilities per- 
form this service. 

In our Center, the procedure of evaluating 
a hearing aid for older persons follows the 
same pattern as for a young adult. We find 
that, whenever possible, a preliminary exami- 
nation is helpful with many of the aging 
patients in order to assess their hearing po- 
tential for the use of a hearing aid, prior 
to doing any hearing aid testing. This breaks 
the lengthy session required by the procedure 
of evaluating a hearing aid. The examination 
is thus completed in two or more visits rather 
than in a one-half day visit of three to four 
hours, which is apt to be exhausting and tiring 
to the older patient, particularly, if he has 
other infirmities. 

Justifiably, patients expect their physician 
to assume the responsibility for all of their 
medical care. With an aging patient a paternal 
interest is often indicated. Hence the physician 
should familiarize himself with the work of 
the hearing and speech center in his com- 
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munity so that he can explain to the patient 
the procedure involved in the fitting of a 
hearing aid. The prepared patient can con- 
centrate on the examination devoid of anx- 
iety. The physician’s responsibility to the 
patient is a continuing one if, and after a 
hearing aid is fitted. 

In the past we have erred in not fitting 
a hearing aid for many patients because of 
corollary disturbances. No patient, regardless 
of age, should be denied the satisfaction of 
wearing a hearing aid unless the findings of 
an otologic and audiologic evaluation contra- 
indicate it. 


Patients with presbycusis will show much 
variation in the benefit from the use of a 
hearing aid, dependent upon the general phys- 
ical, psychologic, and audiologic examinations, 
and as their discrimination potential and 
motivation vary. 

A hearing aid means different things to 
different people. One may desire a hearing 
aid even though it does not improve his 
ability to discriminate. Another will not con- 
sider wearing one even though an excellent 
result is obtainable. 


Deafness brings solitude, and I have often 
wondered if some aging people do not prefer 
the quietude of deafness. 


4. The patient will need encouragement 
to wear a hearing aid and must be trained 
in its use. The knowledge of lip reading can 
be of great help. Much time may be required 
to accomplish these objectives. 


In closing, may I say that one’s happiness, 
regardless of age, but particularly in the 
aged, is dependent upon one’s learning to 
live pleasantly with a handicap. 
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Geriatric Ophthalmology: 


J. HARRY KING, JR., M.D.,t Washington, D. C. 


No OTHER SPECIALIST is more concerned with 
the aged and the aging processes than is the 
ophthalmologist. A high percentage of patients 
with visual complaints is in the aging and 
the older age groups. 

Certain physiologic ocular changes are in- 
evitable in the process of senescence. Super- 
imposed upon these are the often avoidable 
pathologic alterations of chronic disease which 
are common in older age. Geriatric ophthal- 
mology probably begins in the early forties, 
and premature aging can be determined no- 
where else in the body as readily as it can 
in the eyes. 


Ocular Senescence 


Lessened cell growth, atrophy of cellular 
structure, and lowered metabolism in the tis- 
sues in and about the eyes lead to functional 
alterations recognized as involutional. The 
flaccidity of muscles, loss of fat, degeneration 
of elastic tissue, sclerosis of vasculature, 
lessened blood flow, increased pigmentation, 
fatty infiltration, neuromuscular and nervous 
system degeneration, all are progressive 
changes associated with “normal aging.” Lax 
eyelids, sunken eyes, shrinkage of the subcon- 
junctival tissues, and reduction of tears, al- 
though considered nonpathologic, may be pro- 
ductive of symptoms in the older patient. 
Changing vision with age may be the result 
of increasing farsightedness, attributed to a 
reduction in the size of the eyeball or shrink- 
age from the loss of water. Sclerosis of the 
lens in the aged will bring on nearsightedness 
or so-called “second sight.” Decreased elas- 
ticity of the lens and weakness of the ciliary 
muscles is reflected in failing accommodation 
or presbyopia. Lens changes, vitreous floaters, 
loss of luster in the cornea, and degenerative 
chorioretinal signs may tax the diagnostician 
in differentiating the normal from the ab- 
normal. 


*Symposium on Geriatrics, Southern Medical Association, 
or Annual Meeting, Washington, D. C., November 12-15, 


+From the Eye Service, Department of Surgery, Georgetown 
University Medical Center, Washington, D. C 


The Geriatric Eye Patient and the 
Ophthalmologist 


If it is the aim of geriatrics to add health 
to longevity, so that productivity and hap- 
piness will outweigh dependent invalidism, 
then the responsibility of ophthalmologists is 
a clear-cut one. We must conserve vision for 
old age. Certain pathologic changes in the 
eye are common in senescence and constitute 
the major problems of geriatric ophthal- 
mology. 

Epiphora, or excessive tearing, is a common 
complaint in the aged. Its causes,—malposi- 
tion of the eyelids, entropion, ectropion, 
chronic infection of the lacrymal sac, chronic 
conjunctivitis or keratitis,—must be treated. 
The source of irritation may be due to calcium 
and fatty deposits over the tarsal plates of 
the upper or lower lids, and these concretions 
must be removed. Maldirection of the eye 
lashes, trichiasis and dystrichiasis, may cause 
serious corneal ulceration in addition to pro- 
voking tearing. 

Lack of tearing resulting in dryness of the 
conjunctiva with irritation, mucous secretion 
and hyperemia, affects the cornea secondarily. 
Punctate erosions and a filamentous keratitis 
complete the picture of keratoconjunctivitis 
sicca. The condition occurs most often in 
women, after the menopause. The cause is 
unknown. Arthritis, however, is often present 
and an endocrine deficiency may be suspected. 
Relief is often obtained by using artificial 
tears, methyl cellulose, and the local applica- 
tion of corticosteroids. 


Herpes zoster ophthalmicus seems to be 
more common in geriatric patients. Local 
and systemic corticosteroid therapy with 
prednisolone is usually effective. Herpetic 
keratitis may complicate the condition, often 
becoming chronic and incapacitating. It may 
require a lamellar corneal transplant to 
change the physiology of the cornea and af- 
fect a cure. 


Corneal dystrophies are more common in 
the aged and are a cause of reduced vision 
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and blindness. Very few may be improved by 
corneal transplant and therapy is usually dis- 
couraging. Interstitial keratitis is often im- 
proved by transplant, especially if the vessels 
are obliterated. Keratitis from malnutrition 
must be guarded against in the aged and 
infirm. 

Uveal inflammation, iritis, iridocyclitis, 
and chorioretinitis, have no predilection for 
the aging but are more common in persons 
with lowered resistance and chronic disease. 
Iritis sometimes appears to be associated with 
the menopause, and in the nongranulomatous 
type, endogenous allergy may be an etiologic 
factor. Treatment of uveitis depends upon 
eliminating the underlying causes, if it can 
be determined, and the use of corticosteroids 
locally and systemically.1 The same precau- 
tions must be observed as are employed in 
the use of these drugs for other conditions. 


Cataract, an opacification of the lens with- 
in the eye, is more commonly seen after the 
age of 50. Nearly 60 per cent of those aged 
60 years or more show pathologic changes in 
the lens to a varying extent. Cataracts are 
responsible for one-fifth of all blindness in 
the United States. The cause of senile cataract 
is unknown, except as a degenerative phe- 
nomenon. When lenticular changes occur in 
the presenile period, one must search for 
such causes as hypoparathyroidism and dia- 
betes. The patient should not be permitted 
to become disabled from poor vision due to 
cataracts. There is no such thing today as 
waiting for a cataract to become “ripe” or 
mature. The patient’s circumstances dictate 
the proper time for the operation, and he 
should be encouraged by being told that im- 
provement in vision results in over 95 per 
cent of the cataract patients operated upon 
today. 

There is no upper age limit for performing 
cataract surgery, if the patient is in fair gen- 
eral health. With the help of the internist 
and good premedication, local anesthesia carry 
little danger. Preplaced sutures before the eye 
is opened and the removal of the entire lens 
in its capsule (intracapsular), leaving a round 
pupil, are now routine. Early ambulation is 
practiced. 

Floating opacities in the vitreous may be a 
physiologic change of aging, following liqui- 
faction of the vitreous gel and degenerative 
changes in the choroid and retina. A sudden 
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change in the character and number of 
vitreous floaters, often with reduced vision, 
demands a careful search for inflammation 
of the choroid and detachment of the vitreous 
or retina. Dark opacities may indicate hemor- 
rhage, directing attention to the retinal vessels. 

Optic atrophy, depending upon its extent, 
accounts for many cases of diminished vision 
or blindness in the geriatric patient. Early 
diagnosis is important if blindness is to be 
prevented and this requires confirmation by 
findings other than the ophthalmoscopic ap- 
pearance of the optic nerve head. Visual field 
studies are important. Optic atrophy is not 
a disease in itself but is the final stage of 
one of many diseases affecting the nerve. 
Syphilis is still an important cause and its 
toll on vision occurs in the early senescent 
ages, between 40 and 50 years. A degenerative 
atrophy will follow vascular disease resulting 
in occlusion of the central retinal artery or 
vein, arteriosclerosis of the retinal vessels, and 
after spontaneous thrombosis of the carotid 
arteries. Unilateral optic atrophy in older 
people is more often indicative of tumors in, 
or around the sella turcica or anterior to it. 
A most important cause of optic atrophy in 
the age group over 40 is glaucoma. Once optic 
atrophy is complete, there is no treatment 
which will restore the vision. 


Glaucoma. Here the increased intra-ocular 
pressure produces a degenerative atrophy. 
Ophthalmoscopic examination reveals a deep 
excavation of the optic nerve head occupying 
the entire disk and accompanied by a re- 
cession of the lamina cribrosa. Cupping of 
the optic nerve has been called the graveyard 
of glaucoma, and to wait for this physical 
sign to develop is like making a diagnosis at 
autopsy.” 

Acute congestive glaucoma of the narrow 
angle type is easily diagnosed by the marked 
congestion and redness of the eye with edema 
of the cornea. The intense pain, perhaps at 
first not localized in the eye, with nausea and 
vomiting, may be confused with an acute ab- 
dominal emergency. The anterior chamber is 
very shallow and the pupil dilated. The vision 
is usually markedly impaired. The ocular ten- 
sion is elevated as determined by palpation 
with the fingers or by a tonometer. The an- 
terior chamber angle must be opened at once 
if vision is to be saved, and an attempt should 
be made to constrict the pupil by the intensive 
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use of miotics. The intravenous injection of 
Diamox is a recent advance in therapy. This 
carbonic anhydrase inhibitor has no effect on 
the outflow mechanism, but it reduces the 
formation of aqueous within the eye and 
thereby may lower the intra-ocular pressure. 
The retrobulbar injection of procaine and 
epinephrine, with hyaluronidase, will often 
lower the intra-ocular pressure. If medical 
therapy fails after a trial of 12 to 24 hours, 
an operation must be performed to produce 
filtration. 

Chronic simple glaucoma of the open angle 
type is more common and usually has a more 
insidious course. The patient is often unaware 
of any difficulty until his visual field is con- 
stricted or the visual acuity is impaired, and 
once this has occurred it is irreversible. Sus- 
picious symptoms, such as halos around lights, 
tearing, headaches, especially in the early 
morning, and frequent changes of eyeglasses 
should alert one to the diagnosis. The intra- 
ocular tension should be recorded by an in- 
strument in all patients over 30 years of age. 
Provocative tests and electronic tonographic 
recordings over a period of four minutes, a 
recent advance, may be employed in diag- 
nosing borderline cases. Medical therapy, 
including the use of Diamox for certain cases, 
will often control chronic simple glaucoma 
indefinitely. If the tension cannot be reduced 
to normal limits and loss in the visual field 
continues, operation is indicated. 


Macular degeneration in geriatric patients 
often cannot be defined as to etiology and 
it may be impossible to separate the inflam- 
matory from the degenerative forms. Macular 
degeneration is a disease of senescence, and 
is fundamentally vascular with changes in the 
choriocapillaries. Atherosclerosis may occur 
in the choroid out of all proportion to its 
relation in the vessels elsewhere in the body. 
The so-called senile macular degeneration is 
probably a macular dystrophy. The normal 
process of aging, however, may show its ef- 
fects upon the macula. Stippling, pigmentary 
changes, and small whitish colloid deposits 
(Drusen) are slow progressive changes often 
ending in cystic formation and small hemor- 
rhages; these leave the older patient with 
diminished vision and finally central blind- 
ness. Both maculas are usually affected, al- 
though the process may progress more rapidly 
in one eye than in the other. The macular 
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changes are more marked in the presence of 
hypertension and arteriosclerosis. Disciform 
degeneration of the macula (Junius-Kuhnt) 
is common in middle age and follows organic 
lesions of the choroidal vessels and degenera- 
tion of the elastic membrane (Bruch’s) be- 
tween the retina and choroid. In the early 
stage a subretinal hemorrhage is seen as a 
circular or crescentic rim in and around the 
macular region. Later, an elevated whitish 
mound appears in the macula from fibrous 
tissue proliferation. Hemorrhages and pig- 
mentation may surround the lesion. The con- 
dition then remains static with extensive visual 
impairment resulting in permanent loss of 
central vision. 


Subnormal Vision. Macular degeneration, 
as well as cataracts and glaucoma, poses a 
most important problem in our aging popu- 
lation. More people are living longer and 
more are becoming visually handicapped. 
They are not blind and yet they cannot see! 
More older people are literate today and 
want to read. The ophthalmologist, if he will 
take interest in the geriatric patient with 
subnormal vision and take sufficient time to 
examine him, can benefit many of these pa- 
tients. It is most distressing for the elderly 
patient to be told, “I cannot help your sight” 
and to add, “it is due to age and your general 
condition.” The reaction of many patients 
is apt to be, “I would rather be dead than 
blind!” These patients should be encouraged, 
and be told they will never be totally blind, 
and should be fitted with a low vision aid 
if at all possible. There are many means 
available for magnifying the retinal image 
and permitting patients to read again, to view 
television, and to see their environment. If 
there is any vision at all the patient must 
not be written off as hopeless. 


It often taxes the patience of the ophthal- 
mologist to examine these elderly people. 
Many are irritable and have tremors of the 
head and hands. Many think they see better 
than they do and have been brought in 
against their will by a well-meaning relative. 
A few really do not want to see any better 
for fear they may lose the attention they de- 
mand. The senile patient with subnormal 
vision must be motivated, and being out of 
practice, he must be retrained in the skill of 
reading. 

Idiopathic or spontaneous detachment of 
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the retina is observed most often in patients 
over the age of 45 years. Senile degenerative 
changes in the retina, especially cysts near the 
ora serrata, with the formation of small mul- 
tiple breaks or tears, lay the groundwork for 
detachment. The vitreous is degenerated in 
most of these cases and vitreous detachment 
may be present. About 50 per cent of all eyes 
with retinal detachment are myopic and the 
incidence increases with higher degrees of 
nearsightedness. Some 20 per cent of retinal 
detachments appear at varying intervals fol- 
lowing cataract operations. If the onset of 
detachment is gradual, the patient may com- 
plain of flashes of light or a flickering before 
the eye. A sudden increase in vitreous floaters 
or the appearance of larger brownish threads 
may occur. These are often the warning signs 
of the formation of a retinal break or tear, 
followed, in time, by detachment which causes 
a grayish cloud or veil in the patient’s visual 
field. 


Most older patients deserve at least one 
attempt at surgical re-attachment of the retina, 
and if an only eye is affected every effort 
should be made to replace the retina. The 
original technic of sealing the tears with 
diathermy has been improved upon and there 
are newer procedures designed to shorten the 
eyeball to aid the re-attachment of a shrunken 
retina and vitreous. The recently introduced 
method of injecting stored vitreous into the 
vitreous cavity to mechanically push the retina 
back into position holds promise. 


Following any operation for the repair of 
a detached retina, we are faced with the prob- 
lem of keeping the elderly patient supine for 
a longer period than we like. We cannot am- 
bulate these patients early as we do patients 
who have had cataract surgery, because it 
takes time for adhesions to form between the 
choroid and the retina. The prevention of 
pulmonary and circulatory complications is 
important in the older age person. The pa- 
tient must receive excellent nursing care, and 
active exercise of the extremities together 
with breathing exercises are important. If, 
after about six days, the postoperative exami- 
nation shows that the retina is still detached, 
the patient should be ambulated to avoid the 
useless chance of systemic complications. 


Malignant melanoma of the choroid must 
be eliminated in the diagnosis of retinal de- 
tachment past the age of 50. Radioactive 
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phosphorus (P%*) may be of value in diag- 
nosis if the tumor is accessible to the counter. 
Detachment associated with glaucoma is highly 
suspicious of a choroidal melanoma. When 
the diagnosis of tumor is made after careful 
examinations and observations, the only treat- 
ment is removal of the eye. ° 


The Geriatric Medical Patient with Eye 
Symptoms and Signs 


All physicians are alert to the external eye 
findings associated with metabolic diseases 
and disorders of the central nervous system. 
Less attention has been focused upon vague 
eye symptoms which act as warning signs of 
impending danger in the aged. 

The patient who complains of “failing 
vision” and who has been found to be free 
of ocular pathologic changes by the ophthal- 
mologist needs to. be further investigated by 
his attending physician. The cause may lie in 
the visual centers in the brain. Occlusion of 
a small terminal artery may have occurred in 
the basilar or carotid systems, and the intern- 
ist must be on the alert for other symptoms 
which may presage the impending occurrence 
of a “big stroke.” 

A transient blackout of vision with pre- 
monitory neurologic signs may precede throm- 
bosis of the basilar artery with impairment 
of circulation in its branches to the occipital 
lobes. Complete blindness from thrombosis 
may often be prevented by the prophylactic 
use of anticoagulants. 

Headaches with pain in the eyes, accom- 
panied by transient and recurrent blindness 
of one eye, may be fleeting prodromal symp- 
toms of thrombosis of the internal carotid 
artery. Although the blindness is on the side 
of the affected artery, this is less frequent than 
a visual field defect in the opposite eye. The 
important point is that the recurrent ocular 
symptomatology may precede the develop- 
ment of aphasia and hemiplegia. 

In the elderly patient, headache in the 
temples or occiput, often accompanied by 
visual compiaints, may be an early symptom 
of temporal arteritis. If the inflammation goes 
unrecognized the central retinal artery is in- 
volved in about one-third of the cases and 
blindness results. Both eyes may become in- 
volved. The visual difficulty may occur sud- 
denly and may precede or follow the attack 
by several days. Gradual loss of vision may 
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occur several months later, and over half of 
the patients whose eyes are involved are per- 
manently blinded in one or both eyes. Few 
ever regain normal vision. The early use of 
corticosteroids is often effective in preventing 
blindness by allaying the inflammatory ar- 
teritis. 

Intermittent dimming or obscuration of 
vision without an apparent reason may be a 
danger signal of impending retinal venous 
occlusion. Careful examination of the fundus 
may reveal engorgement of the veins with 
edema of the retina and an area of the optic 
disc along these veins. Physiologic venous pul- 
sation may be absent in the involved eye. 
The formation of new, thin-walled, tortuous 
vessels near the optic disc is a premonitory 
sign of impending venous occlusion and 
points to an early attempt to form collateral 
circulation. The prophylactic use of anti- 
coagulant therapy is better than its use after 
occurrence of retinal venous occlusions. 


In an ophthalmoscopic study of the fundi 
of the patient with failing vision, the in- 
ternist may note retinal vascular disease. These 
findings are due to changes in the blood 
volume and in the blood flow which are 
noted as edema, cystoid degeneration, exu- 
dates, hemorrhages, retinitis proliferans (the 
formation of new tissue with fibrosis and 
neovascularization), and occlusions. The three 
fundamental diseases of the fundus, athero- 
sclerosis, arteriolar sclerosis, and diabetes, 
are systemic or metabolic. In atherosclerosis 
the ophthalmoscopic picture may reveal 
visualization of the choroidal vessels and 
atheromata in the retinal vessels. In hyper- 
tension the retinal vessels show generalized 
narrowing, arteriospasm, focal constrictions, 
or generalized (chronic) sclerosis. 

Retinal hemorrhages may affect the vision 
in varying degrees, depending upon their lo- 
cation. Hemorrhage in the macula region will 
result in a central scotoma or loss of straight- 
ahead critical vision. In other locations one 
part of the visual field may be blocked out. 
Small hemorrhages, or those in the periphery 
of the fundus, may cause no subjective com- 
plaint. There is little that the ophthalmologist 
can offer the patient except to classify the 
type of hemorrhage and its location and 
severity, as a possible aid to the internist in 
establishing the cause. Flame-shaped hemor- 
rhages in the superficial fiber layer are often 
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the result of a sclerotic vascular lesion in the 
arteriolar circulation. The description, how- 
ever, connotes the position of the hemorrhage 
rather than the cause. 


Round hemorrhages are in the deeper layers 
of the retina and suggest diabetes. Minute, 
round, superficial red areas are capillary aneu- 
rysms characteristic of diabetes. This is a dis- 
ease primarily of the capillaries in which 
aneurysms are formed that hyalinize, then 
leak, and finally result in hemorrhages. It 
may be complicated by hypertension or athero- 
sclerosis. The retinal lesion is the same as 
that which occurs in the glomerulus in 
Kimmelstiel-Wilson disease. 

Capillary aneurysms are not pathognomonic 
of diabetes. They have been found in glau- 
coma, hypertension, and thrombosis of a 
branch of the central retinal vein. In these 
conditions they are located in the periphery 
of the fundus and are less visible. Capillary 
aneurysms and hemorrhages have also been 
noted in the absence of diabetes in patients 
on a prolonged and high dosage of ACTH 
and corticosteroids. They are not seen in 
Cushing’s syndrome, however, unless diabetes 
is present. 


A variety of innumerable hemorrhages cov- 
ering the entire fundus indicates thrombosis 
of the central retinal vein. These same hemor- 
rhages limited to one area supplied by a 
branch of the vein are due to an obstruction 
in that branch. Evidence of vascular disease 
is present in these patients who are usually 
over 50 years of age, and the obstruction is 
caused by endothelial and subendothelial 
proliferation, venous stagnation, or by actual 
thrombosis. One cannot presage an occlusion 
in other areas of the body when this occurs 
in the eye. Retinal hemorrhages are not 
present following sudden closure of the cen- 
tral retinal artery. Superficial hemorrhages, 
however, do follow gradual closure of a retinal 
artery from endarteritis. This is distinguished 
from closure of a vein by the fact that the 
vein is greatly dilated and tortuous when it 
is occluded. Later, the formation of new ves- 
sels can be seen more frequently in the veins 
than in the retinal arterioles. If these are 
noted upon the first examination of the 
fundus, they are a pathognomonic sign of a 
serious circulatory disturbance. 

Blood dyscrasias are a common cause of 
retinal hemorrhage, but one cannot surmise 
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which individual disease is present from the 
appearance of the fundus. 


The use of some of the new drugs for the 
treatment of hypertensive vascular disease is 
determined by many internists in accordance 
with the classification of the retinal vascular 
picture. It is important, therefore, that the 
internist and the ophthalmologist cooperate 
on their use of a classification in following 
mutual patients. Eye complaints may occur 
during the treatment of hypertension after 
the use of ganglionic blocking agents. Read- 
ing ability may be poor because of the 
weakened accommodation. 

Changes in vision can also be important 
to the surgeon. Metastatic carcinoma of the 
choroid is more frequent than was previously 
supposed, and if found it is usually secondary 
to carcinoma of the lung or breast. This 
would, of course, mitigate against radical 
surgery for lesions of these organs. A thorough 
funduscopic examination must always be done 
before operation is carried out. 


Preventive Geriatric Ophthalmology 


Because of our aging population, the num- 
ber of people becoming blind is increasing 
at an alarming rate. In 1956, the National 
Society for the Prevention of Blindness‘ esti- 
mated that 27,400 persons will lose their sight 
and that this will be an increase among the 
blind of between 5,000 and 10,000. The 
Society states that of 334,000 blind persons 
in the United States, 17 per cent are the 
result of senile cataracts, 13 per cent are blind 
from glaucoma, 12 per cent from corneal 
disease, 7 per cent from diabetes, and 5 per 
cent from vascular disorders. The increase in 
blindness among older people and _ the 
lengthened life expectancy of the young 
blind persons makes this an economic prob- 
lem as well as a humanitarian one. It be- 
hooves every physician to prevent blindness 
in the young, who will become old, and in 
the old who will live on in otherwise good 
health. Ophthalmology will benefit just as 
the general physician is able to avoid, retard, 
or cure the chronic conditions now common 
in the older age groups. 


The number of blind in old age can be 
reduced by the early diagnosis and treatment 
of ocular disease. A general physical examina- 
tion is incomplete unless the visual acuity 
is tested and the eye grounds are examined. 
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The patient should be referred to his ophthal- 
mologist if his vision is not normal with 
glasses. The general practitioner must differen- 
tiate between conjunctivitis, uveitis, and 
glaucoma and should avoid using the widely 
advertised corticosteroid-antibiotic gun-shot 
mixtures for treating any “red eye.” A care- 
ful personal history and family history of eye 
disease should be elicited in all cases. Systemic 
atropine and belladonna derivatives must be 
avoided if glaucoma is suspected. Glaucoma 
should be suspected in any patient over 30 
who complains of headaches. 

We must educate the public in the im- 
portance of glaucoma, its signs, and its symp- 
toms. We must also educate the practicing 
physician to refer eye patients to the ophthal- 
mologist early, and not to the optometrist 
who sells glasses and is not capable of diag- 
nosing ocular disease. More than 2 per cent 
of the population over 30 years of age have 
glaucoma and do not know it. 


The internist must attempt to prevent the 
eye complications of diabetes by early diag- 
nosis and careful treatment. Retinal lesions 
are retarded in well-controlled cases. Retinal 
aneurysms are often reversible when the blood 
sugar is restored to normal.5 In the future 
hypophysectomy and adrenalectomy may re- 
duce blindness in severe diabetic retinopathy, 
but these serious procedures cannot be recom- 
mended at present. If an elderly diabetic pa- 
tient is entrusted to perform his own urine 
tests in governing his therapy, the physician 
must assure himself that the patient’s vision 
is not impaired and that he is able to ac- 
curately judge the color reactions. 

The surgeons must be conservative with 
patients in the menopausal age who have eye 
signs but few systemic signs of hyperthyroid- 
ism. Thyroidectomy may induce severe pro- 
gressive malignant exophthalmos, although 
this is a debatable question today. Anesthetists 
must be careful to avoid pressure from the 
mask in anesthesia for the elderly. Corneal 
abrasions, retinal hemorrhages, and even oc- 
clusion of the central retinal artery have 
been reported. Retinal detachment is a pos- 
sibility from pressure on an eye with myopic 
degeneration. 

Dermatologists must recognize the external 
eye manifestations and complications of skin 
diseases. The association of cataract with 
atopic dermatitis is not infrequent. Syphilis 
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must be treated eaily to avoid late eye com- 
plications since this disease is still one of the 
leading causes of blindness. In syphilis of the 
central nervous system the vision loss is pre- 
ceded by constriction of the peripheral visual 
fields. Regular field studies should be per- 
formed before the patient has eye symptoms. 
It has been reported® that the interval be- 
tween the onset of visual failure and the 
institution of adequate therapy in a studied 
series amounted to 18 months. One-third of 
the patients were followed by optometrists, 
often over a period of years, and when finally 
they were seen by the ophthalmologist, 61 
per cent were legally blind. 


Obstetricians and pediatricians, as remote 
as it may seem, can reduce geriatric eye dis- 
ease and blindness. Fifty per cent of blindness 
in infants is congenital or hereditary, and 
this emphasizes the importance of prophy- 
lactic eugenics. Much retrolental fibroplasia 
in premature infants can be prevented. Allow- 
ing a child to “outgrow” a squint may send 
him through life with one blind eye. 


Industrial physicians should perform proper 
eye screening for job assignment and must 
enforce the use of protective goggles for work 
which might endanger the eyes. 

Perhaps the geriatricians will some day 
prove that degenerative eye disease is not in- 
evitable in the aging. It remains to be seen 
whether or not replacement therapy with 
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low dosage androgen-estrogen and other es- 
sential endocrine and nutritive components 
will maintain health in the senescent indi- 
vidual so that his vision is good until the 
day he dies a normal death. 


In summary, geriatric ophthalmology is the 
responsibility of the ophthalmologist when 
failure of vision is due to eye disease which 
can be prevented by therapy or cured by 
surgery. The geriatric patient with eye symp- 
toms and signs not directly related to ocular 
disease must be carefully assessed by the gen- 
eral physician or the internist. It is the duty 
of every physician to practice preventive oph- 
thalmology which can reduce blindness in 
the future. The maintenance of ocular vigor 
is closely allied to good general health. De- 
generative changes in the eyes, as elsewhere, 
are less dependent upon chronologic age than 
upon the tissue’s physiologic status. Just as 
the role of heredity is important in deter- 
mining life span, it is also a prominent factor 
in the occurrence of ocular degenerative 
diseases. 
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What the South is Doing with the 
Problems of the Aging and the 


Challenges of the Future: 


FOUNT RICHARDSON, M.D., Fayetteville, Ark., and 
MILFORD O. ROUSE, M.D., Dallas, Tex. 


PHYSICIANS are recognizing and accepting the 
challenge of the proper management of the 
greatest health problem of the next few dec- 
ades,—that presented by aging or “senior 


*Symposium on Geriatrics, Southern Medical Association, 
Fiftieth Annual Meeting, Washington, D. C., November 12-15, 
1956. 


citizens.” The time has been when many doc- 
tors looked with little enthusiasm on their 
professional responsibility of caring for an 
elderly patient whose physical problems often 
stem from the frustration and hopelessness of 
compulsory retirement at 65, an inadequate 
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income, from little preparation for involun- 
tary idleness and scant expectation of con- 
tinued participation in community activity. 

But now physicians will have more personal 
contacts with senior citizens, and will seize 
the challenging opportunity to inspire those 
past 65 to continued useful activity and better 
health. 


What the South is Doing 


It is truly difficult to differentiate activities 
concerning the many facets of chronic illness 
from those specifically dealing with the prob- 
lems of the aging. Nevertheless, this summary 
will deal mainly with health activities directed 
to the “senior citizens.” 


Questionnaires were sent out to the Health 
Departments, the state medical associations 
and other organizations in the 17 states and 
the District of Columbia in the territory of 
the Southern Medical Association. For the 
sake of brevity, the findings have been con- 
densed and are shown below as well as in 
tabular form (Table 1). 

Alabama: The State Department of Health has 
some services, including a hospital licensure program. 

Arkansas: There is a licensure and inspection pro- 
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gram under the State Board of Health which includes 
nursing homes and related facilities for the care of 
the aged, infirm, and convalescent. 


District of Columbia: The Department of Public 
Health has a fairly active program for chronic diseases 
and the physical medicine and rehabilitation program 
at the D. C. General Hospital is very effective. A new 
program for inspection of nursing homes has been 
started. 


Florida: A statewide Citizens Committee on Re- 
tirement had excellent reports in January, 1952, and 
November, 1952. A Florida Development Commission 
was established by statute on July 1, 1955, to “co- 
operate with municipalities, counties, and areas of 
the state in problems of aged persons, including re- 
search and planning, and the adoption and execution 
of programs for providing employment, entertain- 
ment, and activities for such persons.” An active 
geriatrics program is under way at St. Petersburg, 
sponsored by medical and civic interests, and an active 
geriatrics program exists at the University of Miami. 

Georgia: The Department of Public Health has 
an annual inspection of nursing homes. It also has a 
Chronic Disease Institute. A Gerontology Society ex- 
ists, and the State Medical Association is reported 
to be starting a Committee on Geriatrics. 

Kentucky: The State Department of Health has 
an active education and consultation service, particu- 
larly for chronic diseases. 

Louisiana: Since 1952, the State Board of Health 
has licensed and regulated homes for the aged and 


TABLE 1 
WHAT IS THE SOUTH DOING ABOUT THE PROBLEMS OF THE AGING? 


State Medical Geriatrics State Govt. State Health Other 
Committee on Society Activities Department Activities 
Geriatrics? in State? (not S.H.D.) Activities 
Alabama No No Hospital licensure pro- 
gram 
Arkansas No No Licensure and inspection 
program 
District of Columbia No No Several interests United Community Service 
Florida No No Citizens Committee Licensure other interests St. Petersburg 
Development Com- Miami U. 
mission 
Georgia Yes Gerontology Chronic disease institutes 
Society 
Kentucky Yes No Consultation services 
Louisiana Yes No Licensure 
Maryland No No Very active— 
chronic illness 
Mississippi No No Educational Commission on Medical 
Service 
Missouri No No New bureau of gerontology Mo. Conference for Care 
of Patient 
North Carolina Yes No Consultation service Health Council Conference 
on Social Service 
Oklahoma No No Licensure 
South Carolina Consultation 
Tennessee No No Department of Mental 
Health has experimental 
day care centers 
Texas Yes Yes State Conference Very active— Committtee on Patient 
1956 cooperation Care 
Virginia Council Committee con- Committee Chronic Bureau of Chronic Disease 
sulting with Health De- Illness 
partment on several pilot 
studies. 
West Virginia No No 


Plans for chronic disease 
beds 
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the chronically ill. The State Medical Association has 
an active Committee on Geriatrics. 

Maryland: Rehabilitation problems have been 
studied by committees from two medical schools and 
the State Health Department. This is an active pro- 
gram for hospitalization and care of the chronically 
ill. The use of two new types of nursing homes is 
being planned. The department supervises inspection 
and licensure of convalescent homes. 

Mississippi: The Health Education Division of State 
Board of Health is concerned with health of the 
aging, with considerable statistical service. 

Missouri: By administrative order, the Bureau of 
Gerontology was recently established under the Depart- 
ment of Public Health and Welfare. A state licensing 
program for nursing homes and hospitals is in effect. 

North Carolina: The State Board of Health has 
consultative nutrition services available to hospitals 
and homes for the aged. A statewide Conference on 
Aging was held in 1951, with a special Committee on 
Aging appointed by the Governor thereafter, but the 
committee was dissolved in 1952. The State Medical 
Association has a Geriatrics Committee. 

Oklahoma: State Health Department licenses homes. 


South Carolina: Consultation is available from 
State Health Department. 

Tennessee: The State Health Department has a 
Department of Mental Health which has been super- 
vising some experimental day-care centers. 

Texas: The Texas Medical Association has recently 
established a Committee on Aging. An active Gerontol- 
ogy Society has just been formed. The State Health 
Department is very active and cooperates with the 
various bodies. The Governor called a state con- 
ference on problems of the aging in 1956, with plans 
for future conferences. The Texas Medical Association 
cooperates with the Texas Hospital Association, and 
nursing groups in a Commission on Patient Care. 

Virginia: The State Medical Association has a 
Council Committee consulting with the Health De- 
partment on several pilot studies. The state has a 
Committee on Chronic Illnesses, and the State Health 
Department has a Bureau of Chronic Disease. 


West Virginia: The Health Department has plans 
for providing beds for chronic diseases. 


Discussion 

Though this summary cannot be regarded 
as complete, it does point up the fact that in 
the majority of the states in the territory of 
the Southern Medical Association, the active 
medical groups do not have a committee or 
council studying the problems of the aging. 
Herein lies a real challenge for Southern 
physicians to take a leading part in meeting 
this increasingly comprehensive problem. 

Longevity is a Southern characteristic. 
Southern doctors have the capacity, and will 
demonstrate the determination to meet the 
needs. Every Southern physician can: 

1. Inform himself more adequately about 
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the challenging problems of our aging or 
“senior citizens.” (See accompanying list of 
reference materials). 

2. Make sure that his county medical so- 
ciety has a Committee on the Problems of the 
Aging, or stimulate an existing committee to 
active study and work on the problem. 

3. Urge his state medical association to 
charge a special committee to pursue a vigor- 
ous plan of action. 

4. Where possible join with other phy- 
sicians and/or lay groups in a State Geriatrics 
or Gerontology Society. } 

5. Support the efforts of his State Health 
Department in the problems of aging. 

6. Urge the Governor of his state to call 
periodic statewide Conferences on Aging. 

7. Urge his Legislature to create an ap- 
propriate permanent Commission on Aging 
to correlate the work of all agencies con- 
cerned. 


8. Encourage programs or symposia at 
county, state, Southern Medical and A.M.A. 
levels. 

9. Stimulate noonday service clubs, P.T.A. 
and similar groups to study the problems of 
the “senior citizens.” 

10. Begin now to practice PREVENTIVE 
GERIATRICS on himself as well as on his 
patients. 


The more adequately the problems of aging 
are recognized and handled on the local level 
(community, county and state), the less is the 
probability of the federal government moving 
further into the health and welfare field. The 
prime responsibility rests on the private phy- 
sicians of each area, who can initiate and 
sponsor a worthwhile community health pro- 
gram for the aging, with factors such as the 
following, several of which were suggested by 
the United States Public Health Service in 
regional seminars: 


1. Inventory: Identification of problem 
areas and local resources. 

2. Cooperation of professional health 
groups with community planning groups. 

3. Health Education: All media,—news- 


paper, radio, TV, health museums, movies, 
talks. 


4. Health Care: Outpatient clinic or 
public hospital care for medically indigent, 
at community expense. 
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5. Care for the Nonhospitalized Persons: 
(a) “Day care centers.” (b) “Half-way houses.” 
(c) “Shelter homes.” (d) Supervised home care, 
as by visiting nurses, with special instruction 
of the family. 

6. Rehabilitation, especially in Centers, 
departments of physical medicine of hospitals, 
and in outpatient clinics. 

7. Modest-Cost Housing, as cooperative 
housing projects. 

8. Better Geriatoria or Nursing Homes: 
(a) privately owned, (b) maintained by reli- 
gious groups, (c) built by city or county and 
leased to private management. 

9. Systematic Education of the public to 
keep physically fit employees past 65, and to 
give part-time employment to those over 65. 

10. Community Recreation, as in Golden 
Age Clubs. 

The Moderator and other participants of 
this Symposium would like to see at least 
biennial inventories of activities concerning 
the problems of the aging citizens of the 
South. 

Practical Reference Material 


1. “Aging—A Community Responsibility and Opportunity.” 
U. S. Dept. of Health, Education and Welfare, Committee 
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on A . Order from Supt. of Romsment, U. S. Govern- 
ment Pri nting Office, = Ma 25, D. C. (15 cents) 

“Aging.”” Pamphlet issued bimonthly by U. S. t. of 


Health, Education and Welfare, Committee on ing. 
Order from Supt. of Documents, as above. (50 cents per 
year—6 ies) 
Newsletter of the Gerontological Society. Editor, San 
Diego State College, San Diego 15, California. 
ournal of the American Geriatrics Society, published by 
illiams & Wilkins, Baltimore, American Geriatrics So- 
De. R. J. Kraemer, Treasurer, 2907 Post Road, 
Greenwood, Rhode Island. 
“Health Aspects of Aging.’ Public Health News, New 
Jersey State Dept. Health, February, 1956. (Division of 
Chronic Illness Control, State Dept. of Health, State 
House, Trenton 25, New Jersey.) 
“The States and Their Older Citizens,” 1955. The Coun- 
cil of State Governments, 1313 East 60th Street, Chicago 
37, Illinois. ($3.00) 
“Charter for the Aging.” Report on New York State 
Conference convened by Gov. Averell Harriman, 1955. 
Order from Office of the Special Assistant, Problems of 
the Aging, State Capitol, Albany, N. Y. ($3.00) Check 
payable to Commissioner of Taxation and Finance. 
Donahue, Wilma, and Tibbitts, Clark: Aging in the 
Modern World, From the University a. | end De- 
partment of Gerontology. Ann Arbor, 
Medicine’s Battle, J.A.M.A. iets 1957. Edi- 
torial: — ning Man’s Span of Vigor, J.A.M.A. 
164:1482, 1957. 
Zeman, Frederic D.: Recent Contributions to the Medi- 
cal Problems of Old Age, New England J. Med. 257:317, 
and 257:411, 1957. 
Bortz, Edward L.: Growth and Aging, Am. J. Psychiat. (In 
print). 
“Geriatrics.” Published monthly, 84 South 10th Street, 
Minneapolis 3, Minn., Lancet Publications, Inc. Editor: 


Walter C. Alvarez, M.D. 
“Senior Citizen.” Published monthly, 1127 Vermont 
Ave., N.W., Washington 5, D. C. Editor: Joy Elmer 


Morgan. 

“Population Bulletin.” Population Reference Bureau, 
Inc., 1507 M Street, N.W., Washington 5, D. C. 

“Look 25 Years Ahead. Great Changes Coming.’’ Changing 
Times June 1957, Kiplinger Magazine, 1729 H_ Street, 
N.W., Washington 6, D. C. 
“The Oldster and His Doctor.” Council on Medical 
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Southern Medical Association 
send Annual Meeting 


NEW ORLEANS 
November 3-b, 1958 


2. 
3. 
4. 
5. 
6. 
7. 
8. 
10. 
ll. 
12. 
13. 
14. 
15. 
16. 
: ; 
| 


FEBRUARY 1958 


THE ALCOHOLIC PATIENT 


The doctor likes the patient who gets well. 
When the doctor finds himself disliking a 
patient he should wonder if it is because the 
patient is not responding to his treatment. 

This maxim from a wise teacher gives in- 
sight into the rejection by many physicians 
of the alcoholic patient. Results of treatment 
may be so disappointing that the physician 
finds himself discouraged completely from 
attempting to treat alcoholism. Often the 
physician has had little training in handling 
alcoholism as a medical problem, and is be- 
wildered by the lack of any specific therapy 
and by the multitude of treatments reported 
to be more or less successful. Often, too, he 
has difficulty in getting his general hospital 
to accept the alcoholic patient for manage- 
ment. 

The estimated nearly five million alcoholics 
in our country need the best of care from our 
profession and from our hospitals. Fortunately, 
there is movement in the direction of fill- 
ing this need. Spurred by the educational 
campaign of such organizations as the Na- 
tional Academy on Alcoholism and our own 
American Medical Association, there is avail- 
able more education and training for the 
physician in this important field. Gradually 
more general hospitals are admitting patients 
with a diagnosis of alcoholism on the same 
basis as patients with any medical diagnosis, 
a change that should lead to the saving of 
many lives and an increased rate of rehabili- 
tation. 

Frequently, a brief period of hospitalization 
is essential for the safe handling of the physi- 
cal aspects of alcohol toxicity and the malnu- 
trition which commonly accompanies pro- 
longed drinking. A tragic aspect of our culture 
is the occurrence of deaths, without adequate 
medical care, of alcoholics in jail. Some com- 
munities, such as Dade County in Florida, are 
providing within the general hospital a police 
ward where the individual arrested while 
intoxicated can be observed and _ treated 
medically. The patient may then be trans- 


ferred to jail, to a medical or psychiatric 
ward, or may be referred to a rehabilitation 
agency, as befits the situation. Some commu- 
nities still are not making available this much 
care to the well-behaved alcoholic who begs 
for help and make no provision other than 
jail for the disturbed, but very ill, patient 
with a toxic psychosis. There are few com- 
munities where treatment of alcoholics could 
not be greatly improved, if physicians would 
make a concerted effort to persuade hospital 
administrators and trustees to modify their 
attitudes toward admission and treatment of 
alcoholic patients. 

In almost every community the physician 
will find clergy, social agencies, rehabilitation 
agencies, or lay groups such as Alcoholics 
Anonymous, who are able to help him with 
his patient and the patient’s family. 


Working with alcoholics can be trying and 
discouraging. Often repeated episodes of ex- 
cessive drinking occur before the patient can 
be convinced of the truth that, no matter 
how long he may go without drinking, no 
matter how well he may be physically or emo- 
tionally, and no matter how free from stress 
his situation may be, he will never be able 
to take a small amount of alcohol in any 
form, even in cough medicine or tonic, with- 
out its leading to the same pattern of exces- 
sive drinking. After the patient has become 
convinced of this basic fact and makes every 
effort to abstain completely, there may still 
be repeated episodes before he is able to reach 
an adjustment that enables him to maintain 
sobriety in the presence of conviviality, fa- 
tigue, elation, disappointment, rejection, or 
the disastrous emotion of resentment. 


Working with the alcoholic patient can be 
most gratifying. When patient and persistent 
effort ends with a consistently productive citi- 
zen and a-restored family, the reward out- 
weighs any number of disappointing results. 
One does not know what can be achieved 
until he has tried and tried and tried. It 
has been truly said, “There is no such thing 
as a ‘worthless drunk.’’’ The physician whose 
creed includes a recognition of the basic worth 
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and dignity of every individual is able to 
see potentialities, obscured though they may 
be. 

Often the potentialities are not obscured, 
for alcoholism, as we know from looking 
about us, often strikes among our own friends 
and associates. From whatever stratum the pa- 
tient may come, whatever his situational and 
emotional difficulties, there is much that his 
physician can do for him physically and in 
helping him to understand and deal with 
the problem of alcoholism. When the phy- 
sician finds that he can do something for 
alcoholics he will find himself liking them. 


SULLIVAN G. BEDELL, M.D. 


HYPERGLYCEMIA IN DIABETES— 
IS IT DESIRABLE? 


In 1931, Stoltet advocated an undisciplined 
method of handling diabetics,—namely, that 
the regulation be characterized by an avoid- 
ance of symptomatic acidosis and that no re- 
gard be given otherwise to the status of the 
urinalysis. This suggestion was promoted in 
this country by Tolstoi.? 


On the other side of the argument stand 
most of the schools of thought that have been 
concerned for years with the management of 
large numbers of diabetic patients and, per- 
haps even more important, concerned with the 
teaching of thousands of medical students and 
doctors who have wide future responsibilities 
in the care of diabetics. 


There are some, such as Dolger,* who are of 
the opinion that good control does not pre- 
vent the development of vascular complica- 
tions. However, the report by Wilson, Root 
and Marable,* showing that among 247 well- 
controlled patients none had any real physical 
trouble, provides impressive contrary evidence. 

Duncan® makes an apt statement relative to 
the free diet scheme of Stolte and Tolstoi. 
“(It) fosters the maintenance of an unphysio- 
logic state.” “It appears inescapable from ac- 
cumulating clinical data that a penalty will 
eventually be extracted, a penalty which 
otherwise might be prevented in some and 
postponed in others.” 

F. N. Allen states in his foreword to Dun- 
can’s textbook, “Therefore for many years I 
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have promised every cooperative patient a full 
life-time of health, and I have had a standing 
challenge to family physicians and the various 
consultants who see these patients to report a 
single occurrence of any of the familiar com- 
plications, and nobody as yet has shown an 
exception.” 

In Lowenstein’s report® the statement that, 
“this school (of thought), has not written a 
single textbook, but it has commanded the 
allegiances of many a practicing physician,” is 
indeed an interesting and telling confession. 
He suggests another original hypothesis that 
arteriosclerosis is caused by a deficiency in the 
quality and/or quantity of protein in the 
available metabolic mixture and that this de- 
ficiency is exaggerated in diabetes mellitus 
because of “excessive protein wastage.” At 
once the knowledge of the negative nitrogen 
balance in poorly controlled diabetics stands 
in an immediate eloquent argument against 
the free diet regimen. 

The discussion of the Mass Action Law in 
relationship to effective glucose metabolism 
has some merit,” although the human chemical 
equation does not respond as obediently as do 
in vitro experiments. Consider the needlessness 
of excessive amounts of iron given by mouth 
in the treatment of iron-deficiency anemias, or 
the futility of excessive amounts of vitamin 
Bj in pernicious anemia, the uneconomical 
fate of excessive amounts of vitamin B, given 
to the normal or the individual with avita- 
minosis-B. The fact that large amounts of in- 
organic iodine do no more to produce a 
remission in thyrotoxicosis than does the effec- 
tive minimal dosage, and many other compar- 
isons would make one suspicious of the human 
equation in solving the Mass Action Law. 

The styling of hyperglycemia ‘as the diabet- 
ic’s best friend’ is certainly at variance with 
the demonstrated exhaustion of the secretory 
activity of the islet cells by Lukens and his 
associates.® 


Finally, the report of conclusions as to the 
lack of development of neuritis and vascular 
complications based on a brief two year period 
of study does not seem justified. 

Any proposal that stimulates interest in the 
problem of methods of management of this 
metabolic disorder, which is the daily task of 
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most practicing physicians, must be studied 
carefully and critically in the light of all 
available information. 
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Dr. Kenneth M. Lynch 
Recipient of the Distinguished Service Award 


The Distinguished Service Award was given 
Dr. Lynch at the 1957 Session of the Southern 
Medical Association for not only his con- 
tributions to medical science but also for his 
long-standing interest in, and service to the 
Association. 

Dr. Lynch, a native of Texas, received his 
M.D. degree from the University of Texas in 
1910. Then he began a career of research and 
teaching in the field of pathology, except for 
service in the Medical Corps of the Army 
during World War I and for a short period in 
private practice in Dallas, Texas. After re- 
ceiving his training in Philadelphia institu- 
tions, he joined the faculty of the Medical Col- 
lege of South Carolina for some years to re- 
turn again as Professor and Chairman of the 
Department of Pathology in 1926. He has 
held this position to the present, being in ad- 
dition the Dean of the College from 1944-49, 
and President and Dean of the faculty from 
1949 to the present. He was one of the first 
diplomates of the American Board of Path- 
ology. He has received the honorary LL.D. 
from the University of South Carolina and 
the College of Charleston, and an honorary 
D.Sc. from Clemson College. 


Dr. Lynch has been an active member of 
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many scientific organizations, having been an 
officer in most of these. 

A member of the Southern Medical Asso- 
ciation since 1914, he was active in organizing 
the sections on Pathology and of Medical 
Education, being Chairman of these sections 
in 1925 and 1932 respectively. He was a mem- 
ber of the Council from 1935 to 1940. Other 
memberships are as follow: 

American Medical Association, Chairman, 
Section on Pathology, 1924; Vice-Presi- 
dent, 1935-36, 

American Society of Clinical Pathologists, 
President, 1930-31; Executive Board, 
1931-35, 

American Society of Tropical Medicine, 
President, 1930-31; Councilor, 1922-27, 

American College of Physicians, Governor, 
1925-27 and 1936-43. 

American Association of Pathologists, 
American Association for the Advance- 
ment of Science, American Society of 
Parasitologists, Phi Beta Kappa, Alpha 
Omega Alpha. 

He was Secretary, Medical Section, the Pan- 
American Congress in 1915, and has been a 
member of the Board of Directors of the 
American Cancer Society, an examiner for 
the National Board of Medical Examiners, 
Chairman of the South Carolina Cancer Com- 
mission, and for ten years was a member of 
the South Carolina State Board of Health, 
acting as its Chairman for a portion of this 
time. He is a member of the Scientific Ad- 
visory Board of the Tobacco Industry Re- 
search Committee. 


Dr. Lynch has contributed his efforts to 
scientific writings as a member of the edi- 
torial board of three outstanding medical 
journals. 


The Southern Medical Association gave its 
Research Medal to Dr. Lynch in 1921, and 
First Award to his Scientific Exhibit in 1920. 
He received the Gold Medal for his exhibit 
at the session of the American Medical Asso- 
ciation in 1921. His fields of major research 
have been in the protozoan parasites and their 
artificial cultivation, granuloma inguinal, and 
in pneumoconiosis. 
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The recipient of the Award has published 
96 papers, a medical textbook and collabo- 
rated in two others. Though his administra- 
tive duties at the Medical College of South 
Carolina have occupied much of his time, 
especially in recent years because of its expan- 
sion, Dr. Lynch has continued to have a deep 
and active interest in teaching and medical 
education. 

The Distinguished Service Award recognizes 
Dr. Lynch’s contributions to medical science, 
medical education, the people of his state, 
and his long continued interest in the South- 
ern Medical Association. 


Dr. Joseph M. Hill 
Recipient of the Research Medal 


At the 1957 session of the Southern Medical 
Association, the Council awarded the Re- 
search Medal to Dr. Joseph M. Hill of Dal- 
las, Texas, for his investigations in the field of 
hematology. Particularly singled out were his 
accomplishments in the perfection of an orig- 
inal process for desiccating human plasma in 
quantity, thereby greatly expanding its use in 
shock, particularly on the battlefield; his 
work with the Rh factor; and his current 
studies in the therapy of leukemia. 

Dr. Hill is Director of the Wadley Research 
Institute and Blood Bank, and Director of 
Laboratories, and Chief of the Section on 
Hematology, Baylor University Hospital at 
Dallas. He is also Professor of Clinical Path- 
ology, Southwestern Medical School; Professor 
of Pathology, Baylor University School of 
Dentistry; Dean and Professor of Pathology, 
Graduate Research Institute of Baylor Uni- 
versity; and Consultant in Clinical Pathology, 
Brooke General Hospital. A graduate of the 
University of Buffalo (M.D., 1928), he was on 
the faculty of the University of Oklahoma 
Medical School in 1932-33, joining the Baylor 
faculty in 1934. He is a diplomate of the Na- 
tional Board of Medical Examiners, and a 
diplomate of the American Board of Path- 
ologists. Baylor University conferred the Hon- 
orary Degree of Doctor of Science upon him 
in 1945, and the University of Guadalajara 
conferred an Honorary Degree in 1944. 
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He has taken a very active part in medical 
organizations, particularly in his chosen field 
of pathology, with membership in the follow- 
ing organizations, among others: 

Dallas Southern Clinical Society, 

Fellow of American College of Physicians, 

Fellow of College of American Pathologists, 

American Society of Clinical Pathologists, 

American Society of Pathologists and Bac- 

teriologists, 


Past President of the International Society 
of Hematology, 


American Society of Human Genetics, 

Texas Academy of Internal Medicine, 

Current President of the Dallas Academy of 
Internal Medicine, 

American Association for the Advancement 
of Science, 


Southern Society for Clinical Research, 

Sigma Xi. 

Dr. Hill has taken an active part in Section 
work of the Southern Medical Association for 
years, and has been a frequent exhibitor at its 
meetings; his Scientific Exhibit was given 
Second Award at the meeting in 1936, and 
First Award at the annual meeting in 1956. 
His Scientific Exhibits at the meetings of the 
American Medical Association were given 
Awards in 1941, 1942, and 1949. Scientific 
Exhibits at sessions of the Texas Medical As- 
sociation were given first place in 1938 and 
1940. He was given the Award of Merit at 
the Texas Society of Pathologists in 1946; the 
Marchman Award by the Dallas Southern 
Clinical Society in 1947; and a citation by the 
University of Buffalo in 1951, for ‘“outstand- 
ing ability and distinguished service in 
medicine.” 

He is the author or co-author of 77 scien- 
tific papers, which have been published in 
various journals from 1936 to 1957. He is 
co-author of the book, ““The Rh Factor in the 
Clinic and in the Laboratory,” published in 
1948. He is an enthusiastic, capable teacher 
and a tireless scientific investigator. He is 
also most personable, with a wide range of 
friends in Texas and throughout the nation. 

He and his lovely wife reside in Dallas, and 


have two sons in medical school at the present 
time. 


f 
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DISTRICT OF COLUMBIA 


The Executive Board of the Medical Society has 
made the following committee appointments: 

Drs. Charles §. White, Sr., and Irving Burka to the 
Committee on Medical Philosophy; Dr. John A. Wash- 
ington to the Classification Committee; Drs. Allen S. 
Lloyd and C. Willard Camalier, Jr., to the Committee 
for Medicare Program; and Dr. Edward M. Ohaneson 
to the Committee on Mental Health. 

The newly created post of Assistant Director for 
Health in the Office of Defense Mobilization is being 
filled by Dr. W. Palmer Dearing. 

Dr. John D. Porterfield succeeds Dr. Dearing as 
Deputy Surgeon General of the Public Health Service. 

Dr. Richard Lambert Masland is the newly ap- 
pointed Assistant Director of the National Institute 
of Neurological Diseases and Blindness, a division of 
the National Institutes of Health. 

The Veterans Administration Atomic Medicine Pro- 
gram will be headed by Dr. W. Edward Chamberlain, 
Professor Emeritus of Radiology at Temple University 
Medical School. 

Dr. Roger Baker, Professor and Director of the De- 
partment of Urology, Georgetown University School 
of Medicine, has been elected a director of the Board 
of Trustees of the American Urologic Research Foun- 
dation. 


Dr. J. Bay Jacobs has been elected Vice-President 
of the American Association of Obstetricians and 
Gynecologists. 

Dr. Michael M. Miller has been elected to the 
National Executive Council of the American Group 
Psychotherapy and Psychodrama Association. 

Dr. Russel S. Page, Jr., has been appointed to serve 
on the Professional Vocational Rehabilitation Advisory 
Council to the Department of Vocational Rehabilita- 
tion. 

Dr. Oscar B. Hunter, Jr., is the new President of 
the American Association of Blood Banks. 

Dr. Winfred Overholser has been elected Temporary 
Chairman of the District Branch of the National 
Academy for Religion and Mental Health. 

Dr. Henry Grattan Doyle, Professor Emeritus of 
Romance Languages at George Washington University, 
has been elected President of the Hospital Council of 
the National Capital Area, Inc. 

Colonel Charles R. Mueller has been installed as 
President of the Association of Military Surgeons of 
the United States. 

Colonel Thomas W. Mattingly has been named Chief 
of the Department of Medicine at Walter Reed Army 
Hospital. 

Dr. Ralph M. Caulk has been elected Chairman of 
the Medical Board of the new Washington Hospital 
Center, which office carries with it the responsibilities 
of President of the Medical Staff. 

Drs. Addison M. Duval and George Maksim have 
been selected by the District Commissioners to serve 


on a 14 member citizens’ committee which will sponsor 
a District Conference on Youth Fitness. 

Dr. C. Willard Camalier has been installed as 
President of the American Academy of the History of 
Dentistry. 

Dr. John O. Nestor has been selected as a charter 
member for a new Section in Pediatric Cardiology of 
the American Academy of Pediatrics. 

Dr. M. Noel Stow has been appointed to the faculty 
of the Home Study Courses of the American Academy 
of Ophthalmology and Otolaryngology. 

Drs. W. Montague Cobb and Montgomery Blair, 
Jr., have been re-elected Chairman and Vice-Chairman, 
respectively, of the Public Health Advisory Council. 

Dr. Murray M. Copeland has been elected to the 
Board of Directors of the American Cancer Society. 

Dr. Walter A. Bloedorn has been elected President 
of the Gorgas Memorial Institute of Tropical and 
Preventive Medicine. 

Dr. A. Earl Vivino has been re-elected President of 
the College Health Association. 

Dr. Everett J. Gordon received a Citation for 
Meritorious Service from the Metropolitan Police Boys’ 
Club for his contribution of time and services during 
the 1957 camping season. 


FLORIDA 


Dr. Wesley S. Nock has been appointed State Chair- 
man of the American Academy of Pediatrics. 

Dr. Louise Cason has been elected to Fellowship 
in the American Academy of Pediatrics. 

Dr. Clifford C. Snyder has been awarded The 
Foundation Award, first prize, for his contribution 
to The Bulletin “Medical Milestones.” 

Dr. Leon S. Eisenman of Hialeah has been elected 
President of the Dade County Academy of General 
Practice. Dr. Jack Keefe III of Miami has been elected 
Vice-President, and Dr. Bernard Yesner of Coral 
Gables, Secretary-Treasurer. 

Dr. Ralph S. Sappenfield of Miami has been elected 
President of the American Society of Anesthesiologists. 

Dr. Victor M. Arean has been appointed Associate 
Professor of Pathology at the University of Florida 
College of Medicine at Gainesville. 

Dr. William White Stead has been appointed Pro- 
fessor of Medicine at the University of Florida College 
of Medicine. 

Dr. Edgar Watson, Lakeland, has been elected Presi- 
dent of the Polk County Unit of the American Cancer 
Society. 

Dr. Gretchen V. Squires of Pensacola has been re- 
elected to the position of Governor of the College of 
American Pathologists. 

Dr. William N. Chambers of Jacksonville has been 
elected President of the Duval County Psychiatric 
Association. Dr. Marlin C. Moore has been chosen 
Vice-President and Dr. Merton L. Ekwall, Secretary- 
Treasurer. 


Continued on page 271 
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SOUTHERN MEDICAL ASSOCIATION 
Minutes of Fifty-First Annual Meeting, 
Miami Beach, Fla., November 11-14, 1957 


FIRST GENERAL SESSION 


PRESIDENT’S LUNCHEON 


Monday, November 11, 12:15 p.m. 


The First General Session was held in the Cotillion Room 
of the di Lido Hotel with Dr. J. P. Culpepper, Jr., President, 
Hattiesburg, Mississippi, presiding. The invocation was pre- 
sented by Dr. Ronald S. Wilson, Pastor, Westminster Presby- 
terian Church, Miami. 

An address of welcome was delivered by Dr. Walter W. 
Sackett, Jr., President of the Dade County Medical Association. 

Following the introduction of distinguished guests, Dr. 
Culpepper introduced Dr. George F. Lull, Secretary and 
General Manager of the American Medical Association, the 
President's official guest, who discussed current problems and 
activities of the American Medical Association. 

A feature of the President’s Luncheon was the award of a 
citation from the Southern Medical Association to Dr. Ramon 
M. Suarez, San Juan, Puerto Rico; posthumously to Dr. 
Guillermo Garcia Lopez, Havana, Cuba; and to Dr. Tom D. 
Spies, Birmingham, Alabama, as an expression of appreciation 
for the great contribution they have made in tropical medi- 
cine. A facsimile of the citation appears on page 267°. 

During a brief business session certain proposed amend- 
ments to the Constitution and By-Laws were presented on 
first reading by the Chairman of the Council, Dr. A. Clayton 
McCarty of Louisville, Kentucky. Action on these amend- 
ments are recorded in the minutes of the Second General 


Session. 
SECOND GENERAL SESSION 


PRESIDENT’S NIGHT 
Wednesday, November 13, 6:30 p.m. 


The Second General Session was held in the Cotillion Room 
of the di Lido Hotel with Dr, Donald F. Marion, Miami, 
General Chairman on Arrangements, presiding. 

The invocation was delivered by the Right Reverend 
William Barry, P.A., V.F., Pastor, St. Patrick’s Church, 
Miami. 

Following the annual dinner which was attended by 474 
guests, a large number of distinguished guests, including 30 
persons seated at the speaker’s table, were introduced by 
Dr. Marion. 

Dr. J. P. Culpepper, Jr., Hattiesburg, Mississippi, delivered 
the Presidential Address which is published in this issue of the 
Southern Medical Journal. 

Dr. A. Clayton McCarty of Louisville, Kentucky, Chairman 
of the Council, gave a brief resumé of the actions of the 
Council during this meeting. At the conclusion of Dr. 
McCarty’s report, he called up the following amendments to 
the Constitution and By-Laws which had been properly intro- 
duced at the First General Session. These amendments are as 
follow: 


AMENDMENT TO THE CONSTITUTION 


Delete Section 3, Article 6, of the Constitution and substitute 
the following: ‘Councilors shall be elected by the active 
members of the Southern Medical Association in their respec- 
tive states. This shall be accomplished by the selection of three 
active members of the Southern Medical Association who would 
accept the responsibilities of this office. This selection shall be 
made by the Councilor and Associate Councilors. These three 
names shall be submitted to the membership by a mail ballot 
to be counted at the home office within ten days of mailing 
said ballot. In the event of a tie, final selection shall be 
made by the President-Elect. No Councilor may be succeeded 
by a member of his scientific section. Councilors shall serve 
for five years and shall not be eligible for reappointment.”’ 
(The above amendment to the Constitution and By-Laws will 
lay on the table until the 52nd Annual Meeting to be held in 
New Orleans, November 3-6, 1958.) 


AMENDMENTS TO THE BY-LAWS 
The following amendments which were properly introduced 


*Full details on this citation will be published in a special 
rochure. 


on first reading at the First General Session were duly adopted 
and took effect at the close of this meeting: Amend Section 4, 
Chapter 3, of the By-Laws by substituting the following: 
“There shall be a Selection Committee of the Council consist- 
ing of five members from the Council appointed by the 
Chairman of the Council and announced at the January meet- 
ing of the Executive Committee. One member shall represent 
each class with the oldest member in point of service acting as 
Chairman. It shall be the duty of this Committee to seek, 
receive and consider names for all elective offices. After due 
consideration, a list of nominees shall be submitted to the 
Council for nomination as prescribed in the Constitution and 
By-Laws. The submission of such a list does not preclude 
nominations from the floor. The results of these nominations 
along with the report of the Council and the election of 
officers shall be submitted to the general membership as the 
final order of business at the last general session.” 

Add a new Section 3, Chapter 4, to the By-Laws as follows: 
“The Second Vice-President shall be ex officio a member of 
the Committee on Meeting Places.” 


Delete Section 5, Chapter 5, of the By-Laws and substitute 
the following: ‘There shall be an Executive Committee of the 
Council to represent the Association and the Council between 
the annual meetings to consider special matters as would come 
before the Council and report their findings and conclusions 
to the Council. Any matters of such urgency that they should 
not wait over until the annual meeting are to be presented to 
the Council in the most effective means and a vote taken on 
their recommendations by the most expeditious means. A 
majority of replies received within ten days will determine the 
action of the Council. The Executive Committee shall consist 
of seven members: the Chairman of the Council, the Vice- 
Chairman of the Council, three other members of the Council 
elected annually by the Council, the President of the Associa- 
tion and the President-Elect. The Chairman of the Council 
shall serve as Chairman of the Executive Committee. In event 
of the absence of a Council member of this Executive Com- 
mittee, an alternate may be appointed by the Chairman to 
meet during the respective session, with full power of the 
absent member. The Executive Committee may meet as often 
and at such places as the Chairman or four members of the 
Executive Committee may decide, except that one meeting each 
year must be held at the home office in Birmingham. This 
committee will be the Advisory Committee to the Woman's 
Auxiliary. All expenses of this Committee attending meetings 
other than the annual meetings shall be borne by the 
Association.” 


Delete Section 1, Chapter 7, of the By-Laws and _ substitute 
the following: ‘‘There shall be Committees on Convention 
Arrangements, Publications, Scientific Exhibits, Research and 
such other committees as the President or the Council may 
decree necessary. There shall be appointed annually by the 
President, on nominations by the Respective Councilor, five 
associate Councilors from each state or district plus the respec- 
tive Councilor as Chairman. Such Councilor committee shall 
stimulate interest in all activities of the Southern Medical 
Association.” 

As a part of the report of the Council, Dr. McCarty sub- 
mitted nominations for the elective officers of the Association. 
(The Council constitutes the Nominating Committee of the 
Association.) The nominations were as follow: President- 
Elect, Dr. Milford O. Rouse, Dallas, Texas; First Vice- 
President, Dr. Edwin H. Lawson, New Orleans, Louisiana; 
Second Vice-President, Dr. Donald F. Marion, Miami, Florida. 
Nominations from the floor were requested by the President, 
but none was received. Upon motion duly made, seconded 
and carried without a dissenting vote, the report of the 
Nominating Committee was accepted and the nominees were 
duly elected by acclamation. 

Dr. W. Kelly West, Oklahoma City, Oklahoma, who was 
named President-Elect at the Washington, D. C. meeting in 
1956, was duly installed as President of the Association by 
retiring President Culpepper. Dr. West immediately presented 
Dr. Culpepper with the Past President’s Medal with appropri- 
ate remarks. 


AWARDS 


The following Association awards were conferred by Dr. 
Milford O. Rouse, Dallas, Texas, Chairman of the Awards 
Committee: 


DisTINGUISHED Service Awarp to Dr. Kenneth M. Lynch, 
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Charleston, South Carolina, President and Dean of the Faculty 
of the Medical College of South Carolina. 


ResearcH MeEpAL to Dr. Joseph M. Hill, Dallas, Texas, “in 
recognition of his many contributions in the field of hema- 
tology, particularly in his original mass production method of 
desiccating human plasma and application in the therapy of 
shock, in his additions to the knowledge concerning the Rh 
factor, and in his current studies on leukemia.” 

Screntiric Exnisrr Awarps: First Award—Dr. James D. 
Hardy and Dr. James C. Griffin, Jr., University of Mississippi 
Medical Center, Jackson, Mississippi: Surgery of the Heart 
and Aorta. Second Award—Dr. Darrell C. Crain, Georgetown 
University Hospital, Washington, D. | The Hands in 
Arthritis and Related Rheumatic Conditions. Third Award— 
Dr. Ralph R. Landes, Dr. Charles L. Ransom and Dr. Robert 
McLelland, The Memorial Hospital, Danville, Virginia: A 
New Method of Presacral Retroperitoneal Pneumography Uti- 
lizing Carbon Dioxide. Honorable mention: First Place—Dr. 
Harriet E. Gillette, Physical Medicine & Rehabilitation Clinic, 
Veterans Administration, Atlanta, Georgia: Total Management 
of Muscle Dysfunction. Second Place—Dr. C. H. Slocumb, Dr. 
H. F. Polley, Dr. L. E. Ward and Dr. J. G. Mayne, Mayo 
Clinic and Mayo Foundation, Rochester, Minnesota: Hyper- 
cortisonism in Patients with Rheumatoid Arthritis. Third 
Place—Dr. J. T. Davis, Corinth Hospital, Corinth, Mississippi: 
Surgery of the Hand. Fourth Place—Dr. J. Brown Farrior 
and Dr. Robert Levine, Southern Foundation of Better Hear- 
ing, Tampa, Florida: The Fenestration Operation and Stapes 
Mobilization. 

Winners or Tropnuies: Winner of low gross senior 
class, Dr. Harvey B. Stone, Hopkinsville, Kentucky; winner of 
low gross junior class, Dr. E. Malcolm Stokes, Tulsa, Okla- 
homa; winner low net, Dr. T. H. Fair, Tulsa, Oklahoma. 

The meeting was adjourned at 9:00 p.m. with the audience 
remaining to view “Grand Rounds,” a national closed circuit 
hook-up presented by Medical Radio and Television Institute. 
During the broadcast a special salute to the Southern Medical 
Association and the new President, Dr. W. Kelly West, was 
given. 

As a part of the President’s Night, dinner guests were enter- 
tained in the Moulin Rouge Room of the di Lido Hotel with 
a professional floor show which featured George DeWitt and 
dancing to the Eddie Green Fontainebleau Orchestra. 


PROCEEDINGS OF THE EXECUTIVE 
COMMITTEE 


Interim Session, Birmingham, January 26, 1957 


The Executive Committee of the Association met in the 
Steel Room, Tutwiler Hotel, Saturday, January 26, at 1:30 
p.m. Those present were Dr. J. P. Culpepper, Jr., President 
and Chairman of the Committee, Hattiesburg, Mississippi, 
presiding; Dr. W. Kelly West, President-Elect, Oklahoma City, 
Oklahoma; Dr. A. Clayton McCarty, Chairman of Council, 
Louisville, Kentucky; Dr. Henry H. Turner, Oklahoma City, 
Oklahoma; and Dr. Harry Lee Claud, Washington, D. C. Dr. 
Milford O. Rouse, First Vice-President, Dallas, Texas, was 
unable to attend this meeting. Others present were: 

Members of the Board of Trustees 

Dr. R. L. Sanders, Memphis, Tennessee 
Dr. Walter C. Jones, Miami, Florida 
Members of the Home Building Committee 
Dr. Lee F. Turlington, Chairman, Birmingham, Alabama 
Dr. Jack C. Norris, Atlanta, Georgia 
Dr. J. Kelly Stone, New Orleans, Louisiana 
Dr. Henry H. Turner, Oklahoma City, Oklahoma 
Dr. Harry Lee Claud, Washington, D. C. 
Mr. Lawrence S. Whitten, Architect, Birmingham, Alabama 

Members of the Insurance Committee 

Dr. A. Clayton McCarty, Chairman, Louisville, Kentucky 

Dr. Fount Richardson, Fayettevite, Arkansas 

Mr. Charles O. Finley, the Association's Group Insurance 
Administrator, Chicago, Illinois 

Mr. Paul S. Fisher, representative of the Continental 
Casualty Company, Chicago, Illinois 

Dr. Donald F. Marion, General Chairman of Miami Beach 
Meeting, Miami, Florida; Dr. R. H. Kampmeier, Editor, 
Nashville, Tennessee; Mr. C. P. Loranz, Advisor and Profes- 
sional Relations Counselor; Mr. V. O. Foster, Executive Secre- 
tary-Treasurer; Mr. Robert F. Butts, Business Manager. 

The Home Building Committee and the Board of Trustees 
held a joint meeting during the forenoon. The Insurance 
Committe held a meeting in the forenoon also. 

A resumé of the minutes and the Financial Report for the 
first quarter of the present fiscal year were given by the 
Executive Secretary, which were approved. 


REPORT OF THE HOME BUILDING COMMITTEE 


Dr, Lee F. Turlington, Chairman, stated that his Committee 
had had a three hour joint meeting with the Board of Trus- 
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tees during the morning in consultation with the architect, 
Mr. Whitten. Dr. Turlington submitted the following report: 


“The Home Building Committee and the Board of Trustees 
of the Southern Medical Association met in joint session at 
the Tutwiler Hotel in Birmingham, Alabama, on Saturday, 
January 26, 1957, with the following present: members of the 
Home Building Committee—Dr. Lee F. Turlington, Chairman, 
Birmingham, Alabama; Dr. Henry H. Turner, Oklahoma City, 
Oklahoma; Dr. Harry Lee Claud, Washington, D. C.; Dr. 
Jack C. Norris, Atlanta, Georgia; and Dr. J. Kelly Stone, New 
Orleans, Louisiana. Members of the Board of Trustees present: 
Dr. R. L. Sanders, Memphis, Tennessee; and Dr. Walter C. 
Jones, Miami, Florida. Others present were: Dr. J. P. 
Culpepper, Jr., President, Hattiesburg, Mississippi; Dr. W. 
Kelly West, President-Elect, Oklahoma City, Oklahoma; Dr. 
R. H. Kampmeier, Editor, Nashville, Tennessee; Mr. V. O. 
Foster, Executive Secretary, Birmingham, Alabama; Mr. Robert 
F. Butts, Business Manager, Birmingham, Alabama; and Mr. 
Lawrence S. Whitten, Architect, Birmingham, Alabama. 


“Dr. Turlington, Chairman of the Home Building Commit- 
tee, called the meeting to order and presided. Mr. Whitten 
presented detailed preliminary studies including a topographi- 
cal map of the lot at the corner of Highland and 26th Street, 
South, floor plans, and a colored sketch of the exterior of the 
proposed home office building for the Association. The plans 
as presented by the architect were discussed in detail including 
the adequacy, the cost, and possible future space needs of the 
Association. Following the discussion of the plans for the 
building, the Committee and the Board of Trustees jointly 
discussed methods of financing, the construction of the build- 
ing, and necessary authorizations for the execution of contracts 
related thereto. The decisions of the Committee and the 
Trustees were incorporated into a motion by Dr. Jack C. 
Norris of Atlanta, Georgia, and seconded by Dr. Henry H. 
Turner with the following provisions that the tiome Building 
Committee and the Board of Trustees recommend to the 
Executive that (1) the plans for the building as presented by 
the architect at this meeting be approved; (2) that the Associa- 
tion proceed at once to borrow the necessary funds to pay for 
the cost of said building as soon and as early as feasible; (3) 
that consideration be given to excavating during construction 
the proposed unexcavated area under the north end of the 
building if feasible; (4) that a voluntary contribution (sub- 
scription) campaign among the members and friends of the 
Association be instituted to raise funds for the building; (5) 
that the Executive Secretary and Chairman of the Building 
Committee be authorized to execute necessary contracts and 
agreements for the Southern Medical Association for the com- 
pletion of the building; and (6) that the President be author- 
ized and instructed to appoint a Finance Committee to raise 
the funds and that said Committee be composed of the Board 
of Trustees, the Building Committee, the Executive Committee 
and Mr. C. P. Loranz. 


Respectfully submitted, 
Home Building Committee 
(Signed) Lee F. Turlington, M.D., Chairman 
H. L. Claud, M.D. 
Henry H. Turner, M.D. 
Jack C. Norris, M.D. 
J. Kelly Stone, M.D. 
Board ot Trustees 
Walter C. Jones, M.D. 
R. L. Sanders, M.D.” 


During discussions of the report, the architect reviewed 
again the preliminary plans and presented the artists’ draw- 
ings of the exterior and other exhibits including floor plans, 
details of the proposed lobby, and a topographical survey. 
The plans called for a split-level structure with the main lobby 
on the lower floor. The upper floor would be the main work 
floor where the executive offices and the operating depart- 
ments would be located. The plans called for off-street park- 
ing for employees and guests and provided for future space 
needs and for the future construction of any needed wings. 
The proposed building is to be located on the lot already 
acquired by the Association at the corner of Highland Avenue 
at 26th Street, South. It would be a modern structure with 
masonry walls with generous use of glass, marble, and metal. 
Interior details would include the use of terrazzo, marble, 
carpeting, and paneling. The plans make possible an impres- 
sive lobby which would be appropriately used for the various 
awards, plaques, and memorabilia of the Association. The 
plans call for a total of 3,884 square feet of floor space on the 
upper (work floor), 1,124 square feet of space on the lower 
level, and 1,746 square feet of storage and mechanical (heat- 
ing and air conditioning) equipment with a reserve for three 
additional offices for future needs. 


METHODS OF FINANCING 


The Association had acquired the site at a cost of $50,000 
from current funds. Funds totaling a minimum of $100,000 
would have to be raised to complete construction. Dr. Sanders, 
who had proposed the construction of a permanent home for 
the Association at the Houston meeting, recommended that a 
voluntary subscription campaign to the Home Building Fund 
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be initiated among the members and friends of the Association 
immediately to raise funds to pay for the construction of the 
building. Dr. Sanders’ recommendations included the proposal 
that the names of those who made a “‘substantial’’ contribution 
be placed on a bronze plaque in the memorial lobby. Follow- 
ing the voluntary subscription campaign which will be 
launched immediately, the Association will negotiate a con- 
struction loan for any additional amounts needed, and follow- 
ing completion of construction will consummate a regular loan 
over a necessary period of time secured by a first mortgage lien 
on the property. 


ACTIONS TAKEN ON THE HOME BUILDING 
COMMITTEE AND BOARD OF 
TRUSTEES REPORT 


1. Dr. Henry Turner moved the adoption of the Home 
Building Committee’s report which was seconded by Dr. 
A. Clayton McCarty and unanimously carried. 

2. The recommendation to institute a voluntary subscription 
campaign by Dr. Sanders was approved by motion duly 
made, seconded and carried. 

8. Appointment of Finance Committee—President Culpepper 
immediately appointed a Finance Committee to conduct 
the voluntary subscription campaign consisting of the 
members of the Board of Trustees, the Executive Com- 
mittee, the Home Building Committee and Mr. C. P. 
Loranz. President Culpepper, in turn, was elected as 
Chairman of the Finance Committee with authority to 
name co-chairmen and to designate a secretary to the 
Committee. (Dr. R. L. Sanders and Dr. Lee F. Turling- 
ton were subsequently named co-chairmen, and Mr. 
Loranz was named secretary. 


OTHER REPORTS 


The Chairman called for reports of any other officers or 
committees. Mr. Loranz, Chairman of the Southern Medical 
Association History Committee, reported that most of the work 
had been done and that the formal history of the Association 
could be completed within a few weeks. (Other members of 
this Committee are: Dr, Buford Word, Birmingham, Ala- 
bama; Dr. R. H. Kampmeier, Nashville, Tennessee; Mr. V. O 
Foster and Mr. Robert F. Butts, Birmingham, Alabama.) 

Dr. Donald F. Marion, General Chairman for the Miami 
Beach meeting, was introduced and gave a splendid report on 
the activities of his Committee on Arrangements. 

Mr. Robert F. Butts, Business Manager, reported on physical 
facilities indicating that they were totally adequate for meeting 
in Miami Beach. General plans were presented by Executive 
Secretary and were approved. 


Dr. R. H. Kampmeier, Chairman of Postconvention Tour 
Committee, announced that plans were complete for a tour to 
Puerto Rico and other Caribbean countries. 


Second Session, Birmingham, January 27, 1957 


The Executive Committee of the Association met in the 
Steel Room, Tutwiler Hotel, Sunday, January 27, 9:00 a.m. 
Those present were Dr. J. P. Culpepper, Jr., President and 
Chairman of the Committee, Hattiesburg, Mississippi, presid- 
ing; Dr. W. Kelly West, President-Elect, Oklahoma City, 
Oklahoma; Dr. A. Clayton McCarty, Chairman of Council, 
Louisville, Kentucky; Dr. Henry H. Turner, Oklahoma City, 
Oklahoma; and Dr. Harry Lee Claud, Washington, D. C. 
Dr. Milford O. Rouse, First Vice-President, Dallas, Texas, was 
unable to attend. Sitting with the Committee were Dr. Walter 
C. Jones, member of the Board of Trustees, Miami, Florida; 
Dr. J. Kelly Stone, member of the Home Building Committee, 
New Orleans, Louisiana; Dr. Donald F. Marion, General 
Chairman of the Miami Beach meeting, Miami, Florida; Dr. 
R. H. Kampmeier, Editor, Nashville, Tennessee; Mr. C. P. 
Loranz, Advisor and Professional Relations Counselor; Mr. V. 
O. Foster, Executive Secretary-Treasurer; Mr. Robert F. Butts, 
Business Manager—all of Birmingham, Alabama. 

Following a discussion of the modus operandi of the Dis- 
tinguished Service Award and the Research Medal, the follow- 
ing actions were taken: 

1. The base of the Distinguished Service Award was broad- 

ened from a purely scientific consideration to include 
“service to the Association.” 
Upon motion by Dr. McCarty seconded by Dr. Claud, a 
“Committee on Awards’ was established to select nomi- 
nees for both the Distinguished Service Award and the 
Research Medal. 

The Medical Student Representatives project was authorized 
for the second year, and the Executive Secretary was instructed 
to issue invitations to six medical schools in the geographic 
area closest to Miami. 

Upon motion by Dr. Turner seconded by Dr. Claud and 
carried, the Executive Committee recommended to the Council 
that an appropriate citation be prepared and presented to 
Ramon M. Suarez, Sr., M.D., Fundacion de Investigaciones 
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Clinicas, Santurce, San Juan, Puerto Rico, Guillermo Garcia 
Lopez, M.D., posthumously, Pabellon Especial, General Calixto 
Garcia Hospital, Havana, Cuba, and Tom D. Spies, M.D., 
Nutrition Clinic, Hillman Hospital, Birmingham, Alabama in 
recognition of their contributions to tropical medicine. 

The Executive Committee also recommended to the Council 
that Mr. Loranz’ contract of employment be extended for 
another three year term from December 1, 1957. 


REPORT OF THE INSURANCE COMMITTEE 


The Chairman, Dr. McCarty, reported further conferences 
with the insurance advisors and submitted the following report 
containing certain recommendations. The report is as follows: 

“After careful and rather exhaustive search, no insurance 
plan has been brought forward that would seem to please and 
meet the demands of the parties concerned, 

“In spite of some shortcomings, it is recommended that our 

present master policy be retained and continued in effect for 
the present. 
_ “Realizing that the future may not be too secure, with the 
inequalities recognized in our present plan, it is further 
recommended in our new plan, (probably a step plan) be 
carefully considered and placed in effect when available (and 
approved by Council). 

_“Our broker should be required to submit proposed poli- 
cies from at least two other nationally recognized companies 
with experience in group insurance field. 

“Representatives of our broker and insurance carrier should 
be available in the future for questioning and counsel when 
requested to do so by the Council and Insurance Committee. 

“A ‘principal sum’ accident tontract of the Zurich Insur- 
ance Company and privilege of cancelling the principal sum 
feature of the Continental Casualty Company be further 
studied and considered in conjunction with the new master 
policy. 

“A ‘catastrophic sickness’ policy, as outlined by the Fire- 
man’s Insurance Fund Co., should be further studied and 
considered in conjunction with a new master policy. 

“The fullest publicity should be given the above recom- 
mendations by letter, bulletin, and the Journal articles on 
the subject, so that our membership may be fully informed 
of the difficulties involved and protection assured by the 
studies and actions of the Insurance Committee and Council. 

(Signed) A. CLayron McCarty, Chairman 
Insurance Committee”’ 

The various recommendations of the report were fully dis- 
cussed and upon motion by Dr. McCarty and seconded by 
Dr. Claud, the report and its recommendations were adopted. 


OTHER ACTIONS OF THE COMMITTEE 


The question of establishing life membership for the Asso- 
ciation was referred to the Council for consideration at the 
Miami Beach meeting. 

The Executive Committee approved a recommendation of 
the Executive Secretary that an oil portrait of Mr. C. P. 
Loranz be done by a competent artist for hanging in the 
memorial lobby of the new home office building. 


PROCEEDINGS OF THE EXECUTIVE 
COMMITTEE 


July 6-7, 1957, Birmingham 


The Executive Committee of the Southern Medical Asso- 
ciation met in the Iron Room, Tutwiler Hotel, Saturday, 
July 6, and Sunday, July 7, beginning with a luncheon meet- 
ing on Saturday. Those present were Dr, J. P. Culpepper, 
Jr., President and Chairman of the Committee, Hattiesburg, 
Mississippi, presiding; Dr. W. Kelly West, President-Elect, 
Oklahoma City, Oklahoma; Dr. A. Clayton McCarty, Chair- 
man of Council, Louisville, Kentucky; and Dr. Milford O. 
Rouse, First Vice-President, Dallas, Texas. Others present 
were: Dr. R. L. Sanders, Memphis, Tennessee, member of 
Board of Trustees; Dr. Lee F. Turlington, Birmingham, Ala- 
bama, Chairman of Home Building Committee; Mr. Lawrence 
S. Whitten, Birmingham, Alabama, architect; Mr. E. Howard 
Claypoole of Group Insurance Administrators, Philadelphia, 
Pennsylvania; Mr. C. P. Loranz, Advisor and Professional 
Relations Counselor; Mr. V. O. Foster, Executive Secretary- 
Treasurer; and Mr. Robert F. Butts, Business Manager. 


RESUME OF MINUTES 
The minutes for the annual meeting held in Washington, 
D. C., the minutes of the Executive Committee meeting of 
January 26-27, 1957, and the report of Council mail votes 
taken in the interim were read and approved. 
REPORT OF TREASURER 


The Treasurer submitted a financial report covering the 
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three quarters of the present fiscal year. This report is 
attached to these minutes as Exhibit A. The Treasurer’s 
report was properly approved upon motion by Dr. McCarty, 
seconded by Dr. Rouse and carried. 


HOME BUILDING PROGRAM 


Dr. Turlington, Chairman of the Home Building Com- 
mittee, asked the architect, Mr. Whitten, to give his report. 
Mr. Whitten reviewed the actions which have transpired since 
the last meeting of the Executive Committee. These actions 
included (1) the completion of the plans and specifications, 
(2) attempting to negotiate a construction contract with the 
Daniel Construction Company of Birmingham, Alabama, (3) 
the advertising for bids and the bid opening on Wednesday, 
July 3, and (4) a resumé of the bids received. 


The proposal for a negotiated contract by the Daniel Con- 
#truction Company was reviewed by the Home Building Com- 
mittee and the Executive Committee in New York during the 
time of the AMA meeting. The proposal called for a con- 
#truction cost of $175,772.00 plus the cost of a performance 
bond which was estimated at $1,400.00. The Building Com- 
mittee and the Executive Committee instructed the Executive 
Secretary to turn down this proposal and to advertise for 
competitive bids. 

Formal bids from seven major contractors were opened in 
the office of the architect on Wednesday, July 3, at 2:00 p.m. 
Following a review of the various bids and upon recom- 
mendation of the architect, the Executive Secretary was author- 
ized to enter into a contract with the low bidder, F. R. 
Hoar and Son, for the construction «f the building in accord- 
ance with the plans and specifications. 


The Executive Secretary was authorized to redeem the bonds 
held by the Association for the benefit of the Home Building 
Fund, and was authorized and instructed to proceed with 
proper arrangements for long-term financing of the building 
project. 

Methods of stimulating contributions to the Building Fund 
were presented by Dr. Milford O. Rouse. The Home Building 
Finance Committee and the Secretary, Mr. C. P. Loranz, were 
instructed to develop techniques and procedures for imple- 
menting these suggestions, 

The Executive Secretary was instructed to work out an 
appropriate date and program for an official “ground break- 
ing’ ceremony. 

The Executive Secretary was authorized to make proper 
arrangements with Scope Weekly for dedicating two special 
issues to the Miami Beach meeting. 

A proposal to incorporate Grand Rounds as a part of the 
Second General Session was authorized. 


The Executive Secretary was instructed to investigate the 
future possibility of the Southwestern Society of Nuclear 
Medicine holding a conjoint meeting with the Southern 
Medical Association. 


SMA GROUP INSURANCE PROGRAM 


Dr. McCarty, Chairman of the Insurance Committee, gave 
the following report: 


“To Members of the Executive Committee and the Council: 


“Your Insurance Committee, after considerable deliberation 
and investigation, has decided to recommend a change of our 
insurance administrator and underwriter. You recall that for 
some time our program has not gone forward as we would 
have liked; and, at the same time, we were warned by our 
administrator and underwriter that some changes would have 
to be made in order that our present plan would not be 
under strain, if not in considerable difficulty. For that 
reason, investigations were made through many sources. 
During the course of the American Medical Association meet- 
ing in New York City, another careful study was made of 
the whole proposition. In addition, some new proposals were 
made to us by other administrators suggesting policies issued 
by other underwriters. 

“The new administrator whom we recommend is Mr. E. 
Howard Claypoole of Philadelphia. He proposes to move to 
Birmingham and set up a program exclusively for us which 
will give us a true group coverage of a large proportion of 
our Southern membership. The underwriter he proposes is 
the Educators Mutual Life Insurance Company of Lancaster, 
Pennsylvania. This company has been highly successful in 
carrying on programs for the American College of Physicians, 
the Military Surgeons group, and others. The details of all 
of these plans have been submitted to the Executive Com- 
mittee and many others. It is the unanimous decision of 
your Insurance Committee, composed of Drs. Robert Moreton, 
Fount Richardson and myself, that this new plan should go 
forward at the earliest possible moment, 

“Although much time and effort has been given to bringing 
our former administrator, Charles O. Finley and Company, 
and the Continental Casualty Company, our underwriter, 
into line where a new plan might be submitted by them 
which would be advantageous to us, nothing new has come 
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out of this work. As a result, therefore, it is proposed that 
our present Master Policy with the Continental Casualty Com. 
pany be terminated March 1, 1958, and that Mr. Charles O. 
Finley be no longer regarded as our administrator except to 
service existing certificates which will be cancelled when the 
Master Policy is terminated on March 1, 1958. 

“All of the above considerations and deliberations have 
been gone over with our Executive Committee, and it is 
their unanimous decision also that the above-mentioned 
change be made. Besides the Insurance Committee and the 
Executive Committee, favorable expressions for a change have 
also come from Dr. R. H. Kampmeier, Dr. Jack Norris, Dr. 
Lee Turlington, Mr. C. P. Loranz, and Mr. V. O. Foster. 
All of these gentlemen have had an opportunity to study the 
new plan and are enthusiastic about having it adopted and 
put into operation immediately. 


“Under the proposed plan, presently insured members will 
not lose their coverage, and, in terms of actual benefits, they 
may well be increased. They will be able to transfer to the 
new program as of March 1, 1958, without further evidence 
of insurability. Now-insured members of Southern will have 
the new plan available immediately. 

“Other plans were considered besides the ones mentioned, 
but it is our opinion that the Southern Medical Association 
should go forward with Mr. Claypoole and the Educators 
Mutual Life Insurance Company. 


Respectfully submitted, 
A. Ciayton McCarty, M.D., Chairman 
Insurance Committee” 


Following a thorough discussion of the recommendation of 
the Insurance Committee, Dr. McCarty moved that the Group 
Insurance Counsellors for Southern Medical Association 
(wholly owned by E. Howard Claypoole) be appointed our 
administrator for all group insurance matters under an agree- 
ment mutually acceptable to both parties. The motion was 
seconded by Dr. West and unanimously carried, 


Dr. McCarty then moved that the Educators Mutual Life 
Insurance Company of Lancaster, Pennsylvania, be selected as 
underwriter for the Southern Medical Association group acci- 
dent and health insurance program and that the Executive 
Secretary be empowered to enter into a contract with the 
Educators Mutual Life Insurance Company for a master policy 
for the Southern Medical Association. The motion was sec- 
onded by Dr. West and unanimously carried. 


Mr. Claypoole was then introduced and discussed at great 
length the manner in which he proposes to operate all group 
insurance activities for the Southern Medical Association. He 
will establish a full-time office here in Birmingham and will 
devote his exclusive time to the administration of the Asso- 
ciation’s program. The above action was referred to the 
Council for mail vote and deferred. 


The Executive Secretary and the Business Manager had 
made thorough studies with respect to expanding the Quar- 
terly Bulletin of the Southern Medical Association into a 
monthly publication. The proposal was generally approved 
by the Executive Committee and a consideration of the pro- 
posal was to be placed on the agenda for final Council 
approval at the Miami Beach meeting. 

The Executive Secretary reviewed the modus operandi of 
the various scientific Sections, pointing out that certain trends 
in program planning indicated a need for closer liaison 
between officers of the Association and the officers of the 
Sections. He recommended the establishment of a “Council 
on Scientific Assembly” for improving the quality, the teach- 
ing value and the broad appeal of the scientific assembly, and 
for maintaining a high quality of postgraduate teaching and 
indirectly improving the scientific excellence of the Journal 
of the Association. The proposal of establishing such a 
Council and its mechanics was referred to the Council for 
its consideration in Miami Beach. 


OTHER ACTIONS 


The Committee heard a report from Mr. C. P. Loranz, 
Chairman of the History Committee, that publication of the 
history of the Association could be completed at nominal cost 
in early 1958. 


Dr, Kampmeier ed the appointment of Dr. Sullivan 
G. Bedell of Jacksonville, Florida, to the Editorial Board 
replacing Dr. Francis E. LeJeune of New Orleans, Louisiana. 

The President was instructed to appoint a “Committee on 
Meeting Places” to work with the administrative officers on 
the matter of selecting dates and meeting places for future 
meetings. 


PROCEEDINGS OF THE COUNCIL 


August 3-4, 1957, Birmingham 


The Council of the Southern Medical Association met in 
called session at the Tutwiler Hotel in Birmingham on Sat- 
urday and Sunday, August 3-4, 1957. Those present were 
Dr. A. Clayton McCarty, Chairman, Louisville, Kentucky; Dr. 
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J. F. Lucas, Greenwood, Mississippi; Dr. Jack W. Jervey, Jr., 
Greenville, South Carolina; Dr. Henry H. Turner, Oklahoma 
City, Oklahoma; Dr. Robert D. Moreton, Fort Worth, Texas; 
Dr. Harry Lee Claud, Washington, D. C.; Dr. Fount Rich- 
ardson, Fayetteville, Arkansas; Dr. Joseph S. Stewart, Miami, 
Florida; Dr. Charles R. Thomas, Chattanooga, Tennessee; 
Dr. Lee F. Turlington, Birmingham, Alabama; Dr. Jack C. 
Norris, Atlanta, Georgia. 

Councilors absent were Dr. O. P. J. Falk, St. Louis, Mis- 
souri: Dr. Harry M. Robinson, Jr., Baltimore, Maryland; Dr. 
J. Kelly Stone, New Orleans, Louisiana; Dr. George D. Wilson, 
Asheville, North Carolina; Dr. Donald S. Daniel, Richmond, 
Virginia; Dr. V. Eugene Holcombe, Charleston, West Virginia. 

Others present were: 

Dr. J. P. Culpepper, Jr., President, Hattiesburg, Mississippi 


Dr. W. Kelly West, President-Elect, Oklahoma City, Okla- 
homa 


Dr. Milford O. Rouse, First Vice-President, Dallas, Texas 


Dr. R. L. Sanders, Member, Board of Trustees, Memphis, 
Tennessee 


Mr. Charles O. Finley, Chicago, Illinois 


Mr. Paul Fisher, Continental Casualty Company, Chicago, 
Illinois 


Mr. Al Adee, Educators Mutual Life Insurance Company, 
Lancaster, Pennsylvania 


Mr. E. Howard Claypoole, Group Insurance Administrators, 
Philadelphia, Pennsylvania 


Mr. V. O. Foster, Executive Secretary, Birmingham, Alabama 
Mr. C. P. Loranz, Advisor and Professional Relations Coun- 
selor, Birmingham, Alabama 


a Robert F. Butts, Business Manager, Birmingham, Ala- 
yama. 


The meeting was called to order by the Chairman, Dr. 
McCarty, at 1:00 p.m., August 3. Dr, McCarty stated the 
purpose of the meeting was to review the actions of the Exec- 
utive Committee which met in Birmingham on July 6-7, 1957, 
at which time the Insurance Committee recommended the 
present contracts with the Charles O. Finley Company of 
Chicago and the Continental Casualty Company of Chicago 
be terminated and a contract be entered into between the 
Association and E. Howard Claypoole of Group Insurance Ad- 
ministrators of Philadelphia, Pennsylvania, and Educators Mu- 
tual Life Insurance Company of Lancaster, Pennsylvania, to 
administer and underwrite the group insurance program of the 
Association. 

Dr. McCarty stated that the Insurance Committee, com- 
posed of Drs. Robert Moreton, Fount Richardson and himself 
as chairman, had recommended unanimously that the above 
change be made in our insurance program and that the 
Executive Committee had unanimously approved the recom- 
mendation. Subsequent to the actions of the Insurance Com- 
mittee and the Executive Committee, the Executive Secretary 
referred the actions to the Council for a mail vote. The 
recommendations of the Insurance Committee and the Execu- 
tive Committee were not sustained by the Council. The 
Executive Secretary was then instructed by the Chairman of 
the Council to call a special session of the Council in Birming- 
ham on the above dates to reconsider the above question. 

The Chairman stated that he felt every aspect of the insur- 
ance program should be thoroughly explored and that a final 
action should be taken at this meeting. 

Mr. Claypoole was then invited to appear before the Council 
to explain his proposal to serve as administrator of the Asso- 
ciation’s group insurance program. Mr, Claypoole referred to 
an elaborate brochure, which had been mailed to each mem- 
ber of the Council in advance, which described in detail the 
methods by which he proposed to undertake the administra- 
tion of the insurance program. Essential aspects of his pro- 
posal were: 


(1) to provide a basic A & H policy with both 5 and 10 
year coverage; 


(2) to guarantee at least $50.00 per week of coverage to 
all physicians insured under the present program; 


(3) to provide weekly benefits of $50/75/100/125 per week; 


(4) to start solicitation of new insureds at the earliest 
possible moment looking toward the qualification of 
the insurance program by the time of the Miami 
Beach meeting (qualification meaning that when 51% 
of the eligible members of the Association secure the 
insurance coverage that every member would be en- 
titled to some coverage irrespective of his medical 
history). 


Mr. Claypoole reviewed the successful program of the Col- 
lege of Physicians, stating his method of operation would be 
very similar to the administration of that program which is 
handled by his father and brother. Mr. Claypoole outlined 
a detailed program of promotion, solicitation and follow-up 
designed to substantially increase the number of participants 
in the Association’s program. He also proposed that addi- 
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tional types of insurance coverage, such as group life insur- 
ance, overhead office expense, high level accident death bene- 
fits and, eventually, malpractice coverage, be offered to mem- 
bers of the Association. He proposed that the Association 
execute a contract with the Educators Mutual Life Insurance 
Company of Lancaster, Pennsylvania, as the underwriter for 
the A & H program. 


Mr. Claypoole proposed to disassociate himself from Group 
Insurance Administrators and to establish an office in Bir- 
mingham, where he would give his full and exclusive time 
to administrating the Association’s program. He stated a staff 
of 7 people, including himself, would be required and that 
these would be recruited in the City of Birmingham. He 
further stated he had had preliminary discussions with the 
Executive Secretary looking toward renting the lower level 
of the Association’s new headquarters’ office building to house 
his operations. (Plans and specifications of the building had 
been modified to provide for such use of the major portion 
of the lower level of the building at a rental of $5,400 per 
year.) (Details of the complete proposal of Mr. Claypoole 
are on file in the Executive Secretary’s office.) 


The Chairman then presented Mr. Al Adee, who described 
the founding, the bistory and present operation and philoso- 
phy of Educators Mutual Life Insurance Company. He re- 
viewed the successful program of the College of Physicians 
which they underwrite along with other major medical and 
professional groups. He described the growth of the com- 
pany and indicated that an expansion of their operations 
was being undertaken. He discussed some of the technicali- 
ties of the underwriting business and in response to a ques- 
tion stated that their larger insurance accounts were rein- 
sured for the protection of the policyholders. Mr. Adee 
concluded by referring to the tinancial condition of his com- 
pany and their methods of establishing reserves. (A copy of 
the proposed contract between the Association and the Edu- 
cators Mutual Life Insurance Company as underwriter is on 
file in the Executive Secretary's office.) 


Mr. Claypoole and Mr. Adee then answered many technical 
questions with respect to administrative and wnderwriting 
problems. Both Mr. Adee and Mr. Claypoole felt the insur- 
ance program of the Southern Medical Association fully justi- 
fied the full time and exclusive services of an administrator 
closely associated with the executive office to reach the fullest 
potential for the group. The Chairman stated Mr. Adee 
and Mr. Claypoole would be available during the remainder 
of the day and the following day for additional questions 
and information. 


The Chairman then presented Mr. Charles O. Finley, the 
present Administrator, who had urgently requested an oppor- 
tunity to appear before the full Council to discuss the present 
program and his plans as Administrator for the future. Mr. 
Finley reviewed the history of the Association’s program since 
its establishment in 1953, stating the benefits of the pro- 
gram during that time had been increased from an original 
2 year contract to the present program which contains a 
2 year contract, a 5 year contract with optional waiting 
periods. He described in detail the proposal to change the 
present program from a level premium rate to a sliding 
scale basis and to change the present schedule of benefits 
from a weekly basis to a monthly basis. He also described 
other types of group insurance which he would propose that 
the Association adopt, including high level accidental death 
benefits and medical and surgical expense coverage. 


Mr. Finley stated he had done a good job and that he 
would like an opportunity to do an even better one for the 
Association in the future. He described his experiences in 
the field of insurance administration and reviewed his expe- 
rience with many other medical professional groups. Mr. 
Finley presented a number of letters from other groups testi- 
fying to his ability and good service as an administrator. 
He described in detail the methods he presently uses for 
promoting our group insurance program and stated he felt 
his location in Chicago was of more strategic importance to 
the administration of the Southern’s group insurance pro- 
gram than if he were to maintain an office in Birmingham. 
Mr. Finley stated he felt the present difficulty was due 
largely to misunderstandings and had contacted all possible 
members of the Council requesting an opportunity to appear 
before them to discuss the whole issue. 


One of the matters discussed at some length was a so-called 
contribution and/or reimbursement of $10,000, which Mr. 
Finley had made to the Association. He felt the $10,000 
should be considered as a contribution to the Association 
while the Executive Secretary felt it should be more properly 
treated as a reimbursement of expenses which the Association 
had incurred in assisting Mr. Finley with administration of 
the insurance program. The Executive Secretary was requested 
to discuss the question and pointed out he had had a state- 
ment of expenses compiled by his accountant which indicated 
the Association had incurred additional expenses of approxi- 
mately $2,500 per year. He further pointed out these expenses 
had been incurred over the past 4 years and he felt the 
$10,000 was a fair and equitable reimbursement to the Asso- 
ciation. The Executive Secretary then presented copies of 
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the memorandum which described these various expenses. The 
Executive Secretary further explained that the contribution 
and/or reimbursement under discussion had been placed in 
the Building Fund. 


Mr. Paul Fisher, representing Continental Casualty Com- 
pany who presently underwrite the Association’s program, 
was presented. He reviewed the previous discussions he had 
had with the Council explaining the company’s concern over 
the recent experience of the Association’s group. For the 
past one and a half years the claim loss of the group had 
grown continuously worse and Mr. Fisher and Continental 
Casualty Company had strongly recommended certain changes 
to improve the permanence and stability of the program. 
Mr. Fisher felt the establishing of a sliding scale premium 
rate and a change from weekly to monthly benefits would 
correct the unfavorable trend in the claim loss experience. 
Mr. Fisher reported the claim loss in the last few months 
had improved and that, with some changes in the program, 
a thoroughly sound actuarial basis could be established. Mr. 
Fisher reviewed the financial structure of the Continental 
Casualty Company along with their present licensure to do 
business in every state. Mr. Fisher pledged the cooperation of 
the Continental Casualty Company in the operation of the in- 
surance program. Mr. Fisher then asked for questions, during 
which time many technical ones were proposed. In answer to 
the question, “What will vou do about those presently en- 
rolled?,” Mr. Fisher replied they could remain in the plan 
without change. He further stated that all new members of 
the program should be enrolled on the sliding scale premium 
rate. He further stated that all physicians presently insured on 
the program would have an opportunity on March 1, 1958, 
to change over to the sliding scale premium plan if thev 
desired. Mr. Fisher also stated he felt a choice between a 
2 and 5 vear coverage would meet the needs of a greater 
majority of the members of the Association. 

Following Mr. Fisher’s comments, the meeting was opened 
to questions when a large number quizzed both Mr. Fisher 
and Mr. Finley on technical aspects of the program. The 
session adjourned at 5:00 p.m. until 8:00 p.m. 

The Council reconvened at 8:00 p.m. when the Chairman 
reviewed the work of the Insurance Committee over the past 
several months. He described in detail the work of the 
Committee and other officers of the Association on the prob- 
lem during the sessions of the American Medical Association 
in New York in June. The Chairman stated he wanted every 
member of the Council to have the full opportunity to 
express himself with respect to the question at issue. 


Following lengthy discussions of various aspects of the pro- 
gram and the invited comments of the Executive Secretary, 
Dr. Robert Moreton, a member of the Insurance Committee, 
stated there were five things which the Council could con- 
sider: 


(1) the Association retain the present Administrator, Mr. 
Charles O. Finley, and the present underwriter, The 
Continental Casualty Company; 

(2) change both the administrator and the underwriter; 

(3) change the underwriter and keep the administrator: 

(4) change the administrator and keep the present under- 
writer; or, 

(5) abandon the insurance program. 


The five possible actions cited by Dr. Moreton were dis- 
cussed in detail by virtually every member of the Council. 


The Chairman summarized the discussion and expressed 
his own opinion that the Association had not had the coopera- 
tion, assistance and the interest of the Administrator, Mr. 
Finley, which it deserved. He pointed out that at frequent 
meetings of the Insurance Committee, Executive Committee 
and the Council, Mr. Finley was often not available for 
advice and consultation. He felt the Association needed a 
full-time administrator serving the interest of the Association 
exclusively. He felt strongly that the Association should con- 
tinue to sponsor a group insurance program and that the 
present members of the Committee, Dr. Richardson and Dr. 
Moreton, be urged to continue on the Committee. He con- 
cluded by stating he felt he could not serve as Chairman of 
the Committee if Mr. Finley were retained as Administrator.* 
The Chairman then declared that a motion on the question 
was in order. It was moved by Dr. Claud that the Associa- 
tion retain our present Administrator, Mr. Charles O. Finley, 
and the present underwriter, the Continental Casualty Com- 
pany, and that they be informed there has been dissatisfac- 
tion on the part of the Southern Medical Association in the 


*Subsequent to the meeting, Dr. McCarty resigned as a 
member (and Chairman) of the Insurance Committee. Presi- 
dent Culpepper has officially appointed the following Com- 
mittee to serve until the November meeting: 

Dr. Fount Richardson, Chairman 

Dr. Robert Moreton 

Dr. Harry Lee Claud 

Dr. Henry H. Turner 

Dr. Jack W. Jervey, Jr. 
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way our insurance program has been handled in the past. 
The motion was amended to provide that the Council express 
its sincere thanks to the Insurance Committee for bringing 
the question before the full Council and for investigating the 
matter of the Association’s program. The motion was sever- 
ally seconded and carried. 


It was then moved and seconded and duly carried that the 
Insurance Committee and the Executive Secretary should 
formalize the insurance program with the Administrator, Mr. 
Finley, and the underwriter, the Continental Casualty Com- 
pany, at the earliest possible date. 


ADDENDA 


The Chairman stated there would be several items on the 
agenda of the Council at the Miami Beach meeting and 
requested that members of the Council be thinking about 
them. He mentioned the desirability of (1) creating a 
“Nominating Committee,”’ (2) expanding and revitalizing state 
membership promotion committees, (3) the question of life 
membership, (4) a committee on meeting places, (5) the 
necessity of determining as soon as possible the place of the 
1960 and 1961 meetings. 

The Executive Secretary announced arrangements for trans- 
portation to the Ground Breaking Ceremony which was 
scheduled for 10:00 a.m, at the building site at Highland 
Avenue and Niazuma. The Executive Secretary requested 
members of the Council to remain for a minute to instruct 
him on the matter of authorizing the contractor to complete 
the lower level of the headquarters’ building in the original 
contract. He stated that the contract for construction had 
not been signed pending this meeting and that the comple- 
tion of the lower level would be necessary if the Association 
expected to make that portion of the building available to 
the Administrator for an insurance office. Following discus- 
sion the Executive Secretary was, by motion duly made, 
seconded and carried, authorized to execute a contract for 
the construction of the building, including the finishing of 
the entire lower level for future office use. 


GROUND BREAKING CEREMONY 


Members of the Council and officers of the Association who 
attended the called session of the Council in Birmingham 
the day before were present at the Ground Breaking Cere- 
mony on Sunday, August 4 at 10:00 a.m. The program, 
presided over by President J. P. Culpepper, Jr., was partici- 
pated in by Dr. R. L. Sanders and Dr. A. Clayton McCarty 
as speakers. Following the formal program every member of 
the Council and officers of the Association participated in the 
traditional Ground Breaking Ceremony. 


PROCEEDINGS OF EXECUTIVE COMMITTEE 


November 8, 1957 


The Executive Committee of the Association met in the 
Florentine Room of the di Lido Hotel, Friday, November 8, 
at 12:00 noon for luncheon. Those present were Dr. J. P. 
Culpepper, Jr., President and Chairman of the Committee, 
Hattiesburg, Mississippi, presiding; Dr. W. Kelly West, Presi- 
dent-Elect, Oklahoma City, Oklahoma; Dr. A. Clayton Mc- 
Carty, Chairman of the Council, Louisville, Kentucky; Dr. 
Harry Lee Claud, Washington, D, C. Others present were 
Mr. C. P. Loranz, Advisor and Professional Relations Coun- 
selor; Mr. V. O. Foster, Executive Secretary-Treasurer: Mr. 
Robert F. Butts, Business Manager. Dr. Milford O. Rouse, 
First Vice-President, Dallas, Texas, arrived for the meeting 
at 3:20 p.m. Dr. Henry H. Turner, Councilor from Okla- 
homa City, Oklahoma, was unable to be present for the 
meeting. 

The Committee heard reports of the following officers: 
Mr. V. O. Foster, Executive Secretary-Treasurer; Mr. Robert 
F. Butts, Business Manager; Mr. C. P. Loranz, Advisor and 
Professional Relations Counselor; Dr. R. H. Kampmeier, 
Editor. Mr. Foster read Dr. Kampmeier’s report. These 
reports are printed verbatim under the proceedings of the 
Council on subsequent pages. 


ACTION ON RECOMMENDATIONS IN OFFICERS’ 
REPORTS 


1. It was duly moved, seconded and carried that the Exec- 
utive Committee, acting as the Advisory Committee to 
the Woman’s Auxiliary recommend to the Auxiliary 
that the balance of the Jane Todd Crawford Fund be 
contributed to the Home Building Fund with an appro- 
priate plaque to be hung in the memorial lobby per- 
petuating the memory of Dr. Ephriam McDowell and 
Jane Todd Crawford. 

2. The Committee approved the general recommendations 
embodied in the reports of officers for Council approval. 

New Business: 


1. The Committee approved the general idea of the estab- 
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lishment of an appropriate medal or award honoring 
Dr. Seale Harris and recommended Council considera- 
tion of the proposal. 


2. A meeting of the Home Building Finance Committee 
was called for Sunday, November 10, at 1:00 p.m. for 
drafting recommendations to the Council. 


PROCEEDINGS OF THE COUNCIL 


The Council held its first session November 9, 1957, in 
the Moulin Rouge Room of the di Lido Hotel. Those 
present were: Dr. A. Clayton McCarty, Chairman, Louisville, 
Kentucky; Dr. Fount Richardson, Vice-Chairman, Fayetteville, 
Arkansas; Dr. Lee F. Turlington, Birmingham, Alabama; 
Dr. Harry Lee Claud, Washington, D. C.; Dr. Joseph S. 
Stewart, Miami, Florida; Dr. Jack C. Norris, Atlanta, Georgia; 
Dr. J. Kelly Stone, New Orleans, Louisiana: Dr. Harry M. 
Robinson, Jr., Baltimore, Maryland; Dr. J. F. Lucas, Green- 
wood, Mississippi; Dr. George D. Wilson, Asheville, North 
Carolina; Dr. J. W. Jervev, Jr., Greenville, South Carolina; 
Dr. Charles R. Thomas, Chattanooga, Tennessee; Dr. Robert 
D. Moreton, Fort Worth, Texas; Dr. Donald S. Daniel, 
Richmond, Virginia. Absent: Dr. O. P. J. Falk, St. Louis, 
Missouri; Dr. Henry H. Turner, Oklahoma City, Oklahoma; 
Dr. V. Eugene Holcombe, Charleston, West Virginia. Others 
present were: Dr. Howard A. Swart, Councilor-Elect, Charles- 
ton, West Virginia, who sat in for Dr. Holcombe; Dr. A. H. 
Lancaster, Councilor-Elect from Knoxville, Tennessee; Dr. J. 
Duffy Hancock, Councilor-Elect from Louisville, Kentucky; 
and Dr. Carroll Pounders, Oklahoma City, Oklahoma, who 
sat in for Dr. Henry H. Turner. (Missouri was not repre- 
sented at this meeting.) 

The meeting was called to order by the Chairman, Dr. A. 
Clayton McCarty, who presided. 

Councilors-Elect who were present were introduced and 
welcomed to the meeting. 

The Executive Secretary gave a resumé of the previous 
sessions of both the Executive Committee and the Council 
calling attention to items of business which had been referred 
to the Council by the Executive Committee and actions of 
the Council which were deferred until the Miami Beach 
meeting. 


REPORTS OF OFFICERS 


REPORT OF THE ADVISOR AND PROFESSIONAL 
RELATIONS COUNSELOR 


To the Council of the Southern Medical Association— 

I have had quite a busy year. I have tried at all times to 
render any service that I could to officers and members of 
the Association and the Woman’s Auxiliary. 

During this year I have attended thirteen medical meetings 
of various size and importance—national, regional, state, etc. 
I felt that attending these meetings was in the interest of 


MINUTES OF MIAMI BEACH MEETING 257 


the Southern Medical Association and for good and better 
professional relations. 


At the meeting of the Executive Committee of the Asso- 
ciation in January I was made a member of the Home 
Building Finance Committee and requested to act as Secre- 
tary of the Committee and to receive and handle contribu- 
tions to the fund. So in addition to general activities as 
Advisor and Professional Relations Counselor I have had this 
additional service. 

It would be difficult to enumerate all of the activities of 
my office during this year, but as an indication of the 
volume of correspondence and promotional material originat- 
ing in and going out of my office you will be interested to 
know that my postage bill alone for this year was seven 
hundred and thirty-seven dollars. 

It has been a great privilege to have served the Association 
this past year. I only hope that my service has been accepta- 
ble and that I have rendered worthwhile service to the Asso- 
ciation. This closes for me forty-five years of active service 
to the Association. 

(Signed) C. P. Loranz 


Birmingham, Alabama, November 5, 1957 
REPORT OF THE BUSINESS MANAGER 


The end of the fiscal year, 1956-57, marked another year 
of growth, progress and service for the Southern Medical 
Association, and while the financial position remains sound, 
serious thought should be given to future financial structure. 
Even though the Association is not a “for profit’ organiza- 
tion, it should be self-supporting and should have enough 
capital in reserve to expand or to weather unforeseen emer- 
gencies. Realizing that the Association must remain dynamic 
or become static and die, a plan for additional activities is 
presented later in this report that promises to lend additional 
opportunity for service to physicians of the South, in addition 
to providing additional revenue, prestige and continued ex- 
pansion. 


SOUTHERN MEDICAL JOURNAL 


The Journal carried a total of 2,604 pages during the past 
fiscal year. Text composed 1,494 pages—advertising 1,110 
pages for a new all-time high for both. Although more 
features of Association activities were carried, and the use 
of color expanded, the increased cost per page was only $.33. 
This increase also takes into consideration the increases in 
labor and material. The total cost of the Journal Depart- 
ment of $120,028.06 subtracted from advertising income leaves 
a balance of $63,898.13 or a net profit over cost of approxi- 
mately 53%. This increase of 21% in net profit over the 
immediate past fiscal year has been primarily due to the 
increase in the use of color and more efficient production 
and lay-out. 


Unless a sizeable increase in the Journal circulation, which 
would justify a rate increase, is effected, this year’s adver- 
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Comparative Production and Financial Data 


(12 issues) 


(12 issues) (12 issues) (12 issues) 


Oct. 53-Sept. 54 Oct. 54-Sept. 55 Oct. 55-Sept. 56 Oct. 56-Sept. 57 


CONTENTS 
Advertising Pages 
Text Pages 


Total Pages 
COST OF JOURNAL 


964 1016 1110 1196 
1229 1326 1494 1670 
2193 2342 2604 2866 


Printing 
12 issues $ 70,146.60 $ 79,308.62 $ 89,048.21 $100,695.29 
Av. cost per page 31.56 33.86 34.19 35.14 
Av. cost per copy 644 -698 -795 

Total 
12 issues 120,028.06 
Av. cost per copy -93 
INCOME FROM JOURNAL 

Av. income per copy 1.27 
Advertising Revenue: Cost of Printing: Differential: 
1950 $ 85,554.40 $ 48,509.24 $ 37,045.16 
1951 88,656.30 48,785.58 39,870.72 
1952 82,219.97 55,908.95 26,311.02 
1953 93,397.09 62,739.23 30,657.86 
1954 124,582.66 70,146.60 54,436.06 
1955 142,680.74 79,308.62 63,372.12 
1956 145,294.91 89,048.21 56,294.91 
1957 164,593.42 100,695.29 63,898.13 
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tising billing of $164,593.42 is approximately the maximum 
income that can be expected from the Journal. The average 
cost per copy is now $.93, making each Journal subscription 
cost the Association $11.16 per year or $1.16 more than is 
received in dues ($.83 per month) from a member. If addi- 
tional copies of the Journal were printed, the cost per 1,000 
would be $463.19 or $.46 each. Therefore, through increased 
circulation, Journal revenue can be increased by higher adver- 
tising rates and the cost of production reduced per copy to 
approximately one-half of what it is at the present. 

On the bright side, advertising revenue produced $1.27 
per copy, or a per copy profit of $.34. Reprints are now 
showing a slight profit due to the savings effected bv starting 
each article at the top of the page. The quality of produc- 
tion of the Journal has been increased by the use of a 
colorimeter for standardizing colors and tints. The Kimberly- 
Clark Corporation, one of the world’s largest producers of 
printing papers, selected sample signatures from the Southern 
Medical Journal to distribute to other publications, adver- 
tising agencies and buyers of printing and paper, as an 
example of the high quality of production obtainable on 
their papers. Selection of the Southern Medical Journal by 
Kimberly-Clark for this purpose provided invaluable publicity 
for the Journal and is complimentary to both the Association 
and the Birmingham Printing Company. 


EXHIBITS 


All technical exhibit space, 97 booths, for the Miami Beach 
Meeting was allotted immediately upon release of the Pros- 
pectus and Floor Diagram on July 15. Fightv firms reserved 
space for this meeting and approximately 100 requests for 
space had to be refused due to lack of space. The popularity 
of Southern Medical Association meetings with exhibitors is 
due to several factors—the lavout of the exhibits, high 
quality of firms allotted space, and excellent spirit of coopera- 
tion existing between the Association and exhibiting firms. 
The Annual Breakfast Meeting, attended by officers of the 
Southern Medical Association and officers and Directors of 
the Medical Exhibitors Association, does much to cement the 
favorable relationship that exists between the two organiza- 
tions. 


More than 150 requests for scientific exhibit space were 
received for the Miami Beach Meeting. Again, this vear, 
numerous requests were received too late to be considered. 
Seventy-three exhibits were approved by Dr. Kampmeier, and 
in the case of local exhibits, also by Dr. Schmitt. 


Response from Section Officers to a request for exhibits 
was disappointing, although some excellent exhibits were ob- 
tained in this manner, and several prospective exhibits for 
the New Orleans Meeting lined up. Obvious commercialism 
in scientific exhibits continues to be a problem; however, 
this problem is being handled by Dr. Kampmeier. 


MEETING PLACES 


MIAMI BEACH 


It is a pleasure to report that barring any unforeseen prob- 
lems, preparations and plans for this meeting have been made 
with no problems or difficulties. This is due to the excellent 
cooperation rendered by members of the Dade County Medical 
Association, Mr. Tom Smith of the Convention Bureau and 
his efficient staff, Mr. Claude Ritter, the auditorium man- 
ager, and the management of the various hotels. It is a 
pleasure to hold a meeting at a site where plans go so 
smoothly. 


NEW ORLEANS 
November 3-6, 1958. 


Although specific planning for the New Orleans Meeting 
has not commenced, facilities have been inspected and con- 
tacts made with several persons in New Orleans concerned 
with the meeting. The entire auditorium will be available. 
which will make it possible to hold all scientific activities of 
the meeting there. We now have a guarantee of 2,000 first 
class hotel rooms and anticipate some increase in that num- 
ber, plus a large number of motel rooms should they be 
required. An attempt was made to shift the dates of the 
meeting to the middle of November, in order to avoid a 
conflict with election day, but due to conflicts with other 
activities already scheduled in New Orleans, the shift was 
impossible. As 1958 is an “off vear” politically, elections 
should not affect attendance. 


ATLANTA 
November 17-20, 1959. 


It is also a pleasure to be able to report that through 
conferences with the Atlanta Convention Bureau, assurance 
has been received that the additional expense incurred by 
renting meeting rooms in the Atlanta Municipal Auditorium, 
has been, in effect, eliminated. Facilities other than the 
auditorium have been inspected and are not adequate to 
accommodate a meeting of the Southern Medical Association, 
therefore, it is recommended that the 1959 meeting be held 


in Atlanta, utilizing the Atlanta Municipal Auditorium for 
exhibits and all scientific activities of the meeting. The 
hotels in Atlanta have increased the number of rooms they 
have committed for the use of the Southern Medical Asso- 
ciation for this meeting and a spirit of cooperation among 
the hotels seems evident. 


DATA REGARDING EXPANDED BULLETIN 


After conferences with the printer and engraver, it appears 
that an expanded bulletin is the most logical means of pro- 
viding additional revenue and increasing interest in the Asso- 
ciation. This proposed Bulletin could be published and 
mailed monthly to approximately 40,000 physicians. The 
Bulletin would be an 80 page saddle-stitched publication 
measuring 544” x 8%” and would contain approximately 40 
pages of advertising and 40 pages of text each month. This 
Bulletin could be produced at a cost of approximately $5,400 
per month. Advertising space in such a publication should 
be readily marketable and from a mechanical point of view, 
it would be possible to bring out the first issue by January 1, 
1959, replacing the present Bulletin which is mailed quarterly. 
It would be necessary to employ at least three other persons 
who would devote their full time to this publication, and 
utilizing the present Editor, Editorial Board and some addi- 
tional new board members for specific duties. A most attrac- 
tive and interesting publication could be published each 
month, carrying one outstanding feature article specially 
written by some well known authority and abstracts of cur- 
rent medical literature from other publications. In addition 
to the above, interesting features would be carried each 
month as well as complete medical news coverage and fea- 
tures on the activities of the Southern Medical Association. 
If, in the future, it became desirable, the circulation of this 
publication could easily be tripled. 


ANNUAL COST 


Cost of printing and mailing—(40,000 con- 

trolled subscribers) 80 page booklet per 

month @ $5,400. . ....$ 64,800 
Editorial services (feature articles, abstracts, 

etc.) @ $300 per month Sey AF $,600 
Wages and office expense, Bulletin personnel 12,500 
Bulletin’s share of general overhead, rent, 


lights, office equipment, telephone, etc. 2,500 
Engravings, art work, postage, contingency 


ANNUAL POTENTIAL REVENUE 
(After full development—estimated 1 year or January 1, 1960) 


40 pages advertising, black and white 
$400 per page, $16,000 per month...... $192,000 


TOTAL POTENTIAL REVENUE... 
POTENTIAL PROFIT 


48,000 
$240,000 
$140,000 


Concluding comment: 


The above costs are possible, because the Association, at 
present, owns all the necessary equipment and employs ade- 
quate mechanical personnel to take on this additional project. 
It is anticipated that we would be able to secure a second 
class mailing permit and would send a copy of this Bulletin 
to every physician who is eligible for membership in the 
Southern Medical Association. By promoting the activities of 
the Southern Medical Association each month, it is felt that 
a large number of new members would be added, thereby 
increasing the circulation of the Southern Medical Journal 
and justifying our increasing advertising rates for the Journal. 


As in all new ventures, it will be necessary to make what 
seems to be a sizeable initial investment in the pre-publication 
development of this magazine. An amount of $10,000 has 
been included in the budget for this fiscal year for this pur- 
pose. Out of this sum will come development expenses such 
as art work, engravings, establishing the various departments, 
lines of communication and the cost of printing a dummy 
copy to be used in soliciting advertising. It will be necessary 
to take from this account the complete cost of publishing one 
issue, although, it is entirely possible that the first issue can 
more than pay for itself through advertising secured with the 
dummy copy. en, too, the type used in the dummy copy 
can be used in the first issue, thereby cutting the cost of 
the first issue. 


After considerable study and discussions with numerous 
people, it is felt that this will be a sound investment for the 
Association and that upon becoming firmly established, this 
new Bulletin could become an outstanding voice in medicine. 


I wish to express my gratitude to General Officers, Execu- 


Advertising, color and preferred position 
$4,000 per month... 
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tive Committee, Council and staff for the cooperation, con- 
fidence and aid rendered me at all times. 


Respectfully submitted, 


(Signed) Rosert F. Butts 
Business Manager. 


REPORT OF EDITOR 


Officers of the Southern Medical Association: 

Again I am sorry that I may not make my report in person. 
But, as a year ago, the Committee on Credentials, the Com- 
mittee on Awards, and the Committee on Postgraduate Edu- 
cation of the American College of Physicians meet in Phila- 
delphia on November 7-9, detaining me through the ninth. 
I will be in Miami Beach as of the tenth, and will be glad 
to answer any questions which may arise as the result of my 
report. 

I am sure you have heard from Mr. Foster and Mr. Butts 
relative to the business aspects of the Journal and the ad- 
vertising. 

The non-advertising pages for ten months (January through 
October) totaled 1,140 in 1955, 1,240 in 1956, and in 1957 
were 1,320. 

The past 12 issues (November and December 1956, and 
January through October 1957) have contained 250 published 
papers. In addition, they have included 29 editorials as 
follow: 6 by members of the Editorial Board, 2 by Mr. 
Foster and 21 by your Editor. 

EDITORIAL WORK. In addition to the 250 papers pub- 
lished during the past 12 months, and 21 editorials written, 
there have -been edited another 74 papers, now in the hands 
of the publications office in Birmingham, either in manu- 
script or in galley. A few papers presented at the 1956 
session have not been edited as yet either because the authors 
have not sent additional material, such as illustrations, for 
example, in spite of requests to do so, or because completed 
and final material has reached us only recently, or because 
a paper or so in a symposium group has not been sent in. 
On hand are $2 contributed papers not edited as yet. The 
number not accepted for publication was 32 

EDITORIAL BOARD. Again the Board has not kept its 
commitments in some instances to provide editorials and this 
is reflected in editorial comment on a less broad basis than 
I had hoped. 

As you recall, the Editorial Board was set up on a rotating 
basis beginning with two members for 1, 2, 3, 4 and 5 years 
respectively. At the end of 1956, Dr. Willis Brown agreed to 
an appointment of a 5 year term as you recall. Dr. LeJeune, 
not wishing a reappointment, was replaced by Dr. Sullivan 
Bedell. 

SCIENTIFIC EXHIBITS. All applications for space for 
scientific exhibits have passed through the Editor’s hands for 
evaluation as to probable acceptability. 

I hope the Journal continues to merit the approval of the 
majority of the membership of the Southern Medical Associa- 
tion and the Council. 

Again my thanks go to Mr. Foster, Mr. Butts, Mrs. 
Humphries, and other members of the Headquarters Staff, 
and my secretary, Mrs. Hall, without whom this editorial 
work could not be completed. 

(Signed) R. H. Kampmeier, M.D. 
November 9, 1957 


REPORT OF THE EXECUTIVE 
SECRETARY-TREASURER 


To tHe Councit, Executive COMMITTEE AND THE BOARD OF 
Trustees, SOUTHERN MEDICAL ASSOCIATION: 


I am pleased to transmit herewith my report for the fiscal 
year October 1, 1956-September 30, 1957. This is a joint report 
to all of you, and it is supplemented with several exhibits to 
conserve reading time, yet supply you with detailed informa- 


tion. 
MEMBERSHIP 


The Association had 9,738 members as of September 1, 
1957, a gain over last year of 109 members. We are now 
tabulating the SOURCE of new members and find that the 
Bulletin (always carrying an application form) leads; with the 
personal efforts of the Councilors and their State Promotion 
Committees, second; and those brought in by the annual 
meeting through the efforts of the Membership Committee of 
the Local Committee on Arrangements, third. 


The Auxiliary has accepted my challenge to put on an 
“honest-to-goodness, hard-hitting membership campaign” this 
coming year with 360 new SMA members as their goal. 
recommend expansion and continued encouragement of the 
various State Promotion Committees under the direction of the 
Councilors. Much progress and g results have been ob- 
tained already in Texas, South Carolina and Kentucky. Ten 
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year membership statistics are attached to this report as 
Exhibit A. 


ANNUAL FINANCIAL REPORT 


This report, despite large capital outlays during the past 
year, reveals a sound and healthy financial condition. It con- 
firms the value of detailed budgeting and continuous financial 
analysis. The Accounting Department supplies the Executive 
Secretary with monthly financial statements, and the accounts 
are audited annually by a certified public accountant. A copy 
of the Audit for this past fiscal year is available for inspection 
in the Executive Secretary’s office. 


May I call your attention to a few of the more significant 
points in the Financial Report which is attached as Exhibit B. 


1. Operating income for the past year reached an all-time 
high of $304,204.63 as compared io $261,642.60 in 1956 
and exceeded our estimate by 13%. 


Expenditures were 99% of budget estimates, avoiding the 
necessity of withdrawals from the Contingency Fund. 


8. The most significant increase in revenue was from 
Journal advertising, and the greatest increase in expendi- 
tures was in the cost of Journal printing, yet the differen- 
tial in advertising income ($164,598.24) and printing cost 
($100,540.54) is an all-time high. 


BUDGET 


Budgets should be made “to live up to,” and our experi- 
ence last year proved the wisdom of it. Careful budgeting 
does five things, among others: (1) it permits financial plan- 
ning, (2) it keeps income and expenses in proper balance and 
perspective, (3) it provides a sound basis for financial analyses, 
(4) it encourages economy and thrift, and its adoption pro- 
vides proper authorization for the expenditure of funds. 
Attached to this report is the PROPOSED BUDGET for the 
fiscal year October 1, 1957-September 30, 1958. It is based 
on a careful study of probable income, necessary expenses, 
previous year’s experiences, and future demands. 


Because of the additional obligations which the Association 
is assuming this year, particularly the Home Building Pro- 
gram and the new expenses initiated two years ago, the Medi- 
cal Student Representatives Project and the payment of Guest 
Speakers’ expenses, it was necessary to find items in the budget 
which could either be reduced or eliminated. May I point out 
to you some of these items in the proposed budget: 


Items substantially reduced from last year: 


ro 


from to net 
Office Expense........... 23,751.00 20,801.00 2,950.00 
Dues and Contributions... 13,500.00 6,700.00 6,800.00 
Travel Expense........... 10,100.00 6,900.00 3,200.00 
Journal Expense— 
(Special items)......... 6,000.00 4,000.00 2,000.00 
8,000.00 5,000.00 3,000.00 


These increases over last year are unavoidable: 


from to net 
Journal Printing.......... $85,000.00 $100,000.00 $15,000.00 
Home Building Expense 
1,250.00 
Construction Loan— 
5,000.00 
Permanent Loan 
Amortization—$1,021.40 
after occupancy, esti- 
mated 3 months...... 3,064.20 9,314.20 


These increases seem desirable: 
Appropriation—Woman’s 


3,000.00 3,600.00 600.00 
Bulletin Development 

Total additions and increases to budget........ $34,914.20 


This is only a PROPOSED BUDGET. It may be amended 
as desired by the Council. May I introduce it on “first 
reading” for your consideration at the first session. Actions 
may be taken which will require modification. The budget, as 
amended, can then be adopted in its final form at a subsequent 
session of the Council at this meeting. 


HOME BUILDING PROJECT—RESUME 


Since the called session of the Council in Birmingham on 
August 3, 1957, the following actions have been taken: 


1. Plans and specifications amended to provide for: 
a. finishing entire full basement area 
b. installing full capacity heating, lighting and _ air- 
conditioning in basement 


| 
: 
y 
J 
] 
j 


260 SOUTHERN MEDICAL JOURNAL 


c. changing roof and window specifications for economy 
Total construction contract $159,452.20 


Construction begun August, strike called in late August, 
still out. 


$3. Payments out of SMA General Fund and Contributions 


so far: 
Land Purchase $49,872.20 
Engineering Survey $00.00 
2/3 Architect's Fee 6, 378. 08 
Payments to Contractor September 8,888.40 
October 6,083.60 
Promotion—Brochure—Letters 4,457.92 
Loan Costs 1,250.00 


4. Negotiations completed for: 

Construction Loan—First National Bank, Birmingham, 
$125,000.00 more or less, 5% to be borrowed monthly as 
needed; repaid when permanent loan is delivered— 
middle of 1958. 

Permanent, Long-term, First Mortgage Loan, up to 
$125,000.00, from Life Insurance Company of Georgia, 
15 vears, equal monthly installments, 542%, prepayment 
privileges after 5 vears. Broker, Molton, Allen and 
Williams, Birmingham. 

Recommendations: 


1. That a well-organized contribution campaign be launched 
in every state, with quotas, special projects, and commit- 
tees and subcommittees in every state and larger cities. 


That the Executive Secretary be authorized to make the 
lower level of the Building, exclusive of the lobby and 
Woman's Auxiliary room, available to the SMA’s Insur- 
ance Department or some other paramedical interest on a 
payment in “lieu of rent” basis. Potential revenue— 
$5,400.00 per year. 


The record of the year just passed shows that the Association 
thas moved forward in every major aspect. The first vear of 
the Association's second half-century is punctuated with pro- 
gressive and forward-looking programs—the building, a better 
annual meeting, a continuously improved Journal, and more 
personal promotion of SMA and _ its constructive activities. 
Next year should be still better. 


I wish to acknowledge the help, interest and cooperation of 
the SMA staff, the General Officers, the Council, the Board of 
Trustees, the Editor, and finally, Dr. Donald F. Marion and 
the some 300 local physicians who have served so effectively on 
ahe Lecal Committee on Arrangements for this meeting. 


Respectfully submitted, 


(Signed) V. O. Foster, 
Executive Secretary-Treasurer 


EXHIBIT A 


Membership Statistics by States 
1948-1957 Inclusive 


1948 1949 1950 1951 1952 1953 1954 1955 1956 1957 
Alabama 521 524 550 555 602 736 729 723 706 697 
Arkansas 230 217 212 219 216 234 228 233 281 225 
District of 
Columbia 223 224 200 188 I81 210 190 195 250 274 
Florida 757 822 807 741 798 1009 1094 1094 1076 1119 
‘Georgia 546 596 557 517 GOL 814 901 789 763 742 
Kentucky 510 520 554 491 466 524 513 480 458 611 
Louisiana 441 435 419 425 449 504 493 506 522 524 
Marvland $ 509 
Mississippi 272 270 298 271 250 312 309 307 316 $22 
Missouri 620 601 597 582 554 580 593 625 607 603 
N. 


Oklahoma 319 307 290 279 287 281 308 290 291 276 


Tennessee 509 503 503 478 SIS 565 552 571 579 586 
‘Texas 745 750 742 1075 1144 1141 1045 1204 1286 1163 
Virginia 474 481 472 442 425 563 554 544 554 607 
W. Va. 269 262 260 230 273 332 318 297 281 290 
Other 

States and 

Foreign 129 120 126 123 212 105 107 110 92 116 
Military 72 73 


Totals 7893 7954 7831 7733 8094 9348 9377 9483 9629 9738 


Gain Column—District of Columbia, Florida, Kentucky, Louis- 
iana, Maryland, Mississippi, North Carolina, South Carolina, 
Tennessee, Virginia, West Virginia 

Loss Column—Alabama, Arkansas, Georgia, Missouri, Okla- 
homa, Texas 


EXHIBIT B 


, 1956—September 30, 1957 


FEBRUARY 1958 


ANNUAL REPORT 


Estimated 
Receipts (Budget) (12 Mo.) Received Percentage 
Journal Advertising . $140,000.00 $164,598.24 118% 


Dues . 90,000.00 91,906.00 103 


Exhibits (Washington). 40,000.00 40,375.00 101 
Subscriptions—Journal 
(nonmembers) . 6,000.00 5,226.49 87 
Reprints (10% profit) 1,000.00 2,098.90 210 
Totals are $277,000.00 $304,204.63 113% Av. 


Cash on Hand, 
October 1, 1956... . 101,204.33 


Total cash for year $378,204.33 
EXPENDITURES (BUDGET APPROPRIATIONS) 
JOURNAL DEPARTMENT 


Appropriated Expended 
. $ 85,000.00 
4,000.00 


Percentage 


$100,540.54 118% 
3,052.37 75 


Journal Printing 
Cuts and Electros 


Journal Wrappers 2,000.00 1,302.84 65 
Journal Mailing 

(2nd Class) $.000.00 2,520.00 83 
Salaries 13,500.00 12,015.41 90 
Travel Expense (Editor) 500.00 115.82 23 
Stationery & Printing 100.00 66.31 66 
Postage ; $00.00 200.00 66 
Express 50.00 —0— 
Office Supplies & Exp. —-0— 144.88 
New Equipment —-0-— 69.89 

Totals . $108,450.00 $120,028.06 110% Av. 


PROFESSIONAL RELATIONS DEPARTMENT 


Appropriated Expended Percentage 
.$ 16,400.00 15,517.92 94% 
Travel Expense 3,600.00 1,783.91 50 
Stationery & pas: = 200.00 99.24 50 
Postage . 600.00 761.75 127 
Office Supplies & Exp. 400.00 287.15 70 
Rent 471.00 471.00 100 
Tel. & Tel. 400.00 287.86 72 
Electric Power. . 100.00 85.52 86 
Honorary Luncheons 500.00 269.45 54 


SMA History. ...... . 5,000.00 


1,089.60 22 
World Medical 


Assn. Dinner......... 1,000.00 1,684.46 168 
Golden Anniversary 

Celebration ... —0— 2,089.11 

$ 28,671.00 $ 24,426.97 85% Av. 


GENERAL ADMINISTRATIVE DEPARTMENT 


Appropriated Expended Percentage 


oe $ 49,280.00 $ 47,236.43 96% 


Travel Expense . 6,000.00 3,739.83 62 
Annual Meeting 

(Washington) ....... (40,000.00) 44,971.43 112 
Stationery & Printing... 5,000.00 3,542.10 70 
Postage 5,000.00 2,233.49 44 
Office Supplies & Exp.. 3,000.00 3,074.44 102 
5,580.00 5,580.00 100 
1,500.00 1,465.46 97 
Electric Power......... 800.00 771.91 96 
Express 250.00 52.06 20 
Section Officers’ Expense 1,000.00 1,158.00 116 
Replacement & 

New Equip. ......... 3,000.00 990.51 33 
Quarterly Bulletin ‘ 8,000.00 5,316.58 67 
Home Building Fund— 

Land Purchase....... 50,000.00 49,872.20 99 
Medical Student 

Representatives ..... 750.00 1,159.52 155 
Annual Meeting 

(Miami Beach)....... 40,000.00 2,928.22 7 
Home Building Expense 10,000.00 

Promotion ........... 4,457.92 
Subsidized Journal... . 

Subscriptions ........ 1,000.00 1,648.48 165 
Dues & Contributions 
World Medical Assn... . 500.00 500.00 100 
Retirement Fund ($6,000 

Corpus, $400 Admin.) 6,400.00 6,050.00 95 
Woman's Auxiliary... 3,000.00 3,000.00 100 
Trade Assn. Dues...... 100.00 20.00 20 
Medical Education 

Foundation 1,000.00 1,000.00 100 
Employees’ Hosp. ‘Ins. 400.00 336.70 84 
Employees’ Bonuses .... 1,400.00 1,112.50 79 
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Emplovees’ Refreshments 350.00 308.00 85 
Honorary Luncheons... 250.00 647.87 259 
Flowers , 100.00 82.13 82 


Taxes and Insurance 
OASI Taxes—Federal...$ 2,000.00 $ 2,054.91 102 
Ad Valorem—State, 

City ars 200.00 234.00 117 
Insurance, (Fire, 

Casualty, Surety & 


Public Liability) 850.00 359.74 45 
Miscellaneous 
Protessional Services 

(Legal, Auditing) 1,000.00 700.00 70 
Executive Com. Expense 1,800.00 2,051.48 112 
Council Exp., Called 

Meeting a 1,499.21 
Operating Contingency. . 3,570.00 

Total ...............$253,080.00 $240,458.44 95% Av. 


TOTAL 
APPROPRIATIONS $390,201.00 


TOTAL EXPENSES $384,913.47 99% Av. 


OTHER ACCOUNTS 


First National Bank 


Exhibit Account... $5,297.50 


U. S. Government Bonds—Cost 
Accounts Receivable 
Furniture & Fixtures—Book Value 


15,120.00 
4,178.52 
29,496.26 


Travel Deposit—Airlines 425.00 
Building Fund Contributions .................... 21,415.00 
112,708.17 


Respectfally 
(Signed) V. O. Foster, Treasurer 

REPORTS OF COMMITTEES 
REPORT OF COMMITTEE ON AWARDS 


The Committee on Awards, appointed by your President, 
has held two sessions to review 12 nominations for the Dis- 
tinguished Service Award for 1957, and 11 nominations for a 
possible Research Medal Award for 1957. Incidentally, from 
the last group seven excellent physicians were not eligible for 
active consideration because they are not active members of the 
Southern Medical Association—which suggests that there are 
still many excellent doctors in our territory who should be 
enlisted in active membership. 

For the Distinguished Service Award for 1957, your Com- 
mittee nominaies the following three active members of the 
Southern Medical Association for consideration, with names 
being listed in alphabetical order. Full data on these nominees 
will be available for review, but we feel that each of them is 
well known to every member of the Council. 

(1) Dr. Kenneth Merrill Lynch, Charleston, South Carolina 

(2) Dr. Julian Meade Ruffin, Durham, North Carolina 

(3) Dr. Kate Savage Zerfoss, Nashville, Tennessee. 

Incidentally, we suggest that the Council determine a policy 
on whether or not former recipients of the Research Medal of 
the Southern Medical Association shall be eligible for the 
Distinguished Service Award. Im the absence of any policy 
fixed by the Council, every nominee was considered regardless 
of former awards. 

The scientific caliber and achievements of the several ex- 
cellent men suggested for a possible Research Medal, led us to 
feel that the Southern Medical Association will be honored by 
such an award for 1957, and we nominate for the Research 
Medal to be awarded at the Miami Beach session Dr. Joseph 
M. Hill, Dallas, Texas, “in recognition of his many contribu- 
tions in the field of hematology, particularly in his original 
mass production method of desiccating human plasma and 
application in the therapy of shock, in his additions to the 
knowledge concerning the Rh factor, and in his current 
studies on leukemia.” 

Respectfully submitted for the Awards Committee, 


(Signed) Milford O. Rouse, M.D., Chairman 


REPORT OF EMPLOYEES’ PENSION TRUST 
COMMITTEE 


To the Council of the Southern Medical Association— 

There has been no change in the participation in the 
Employees Pension Trust since my report last year. I reported 
that the following were then, as they are now, receiving dis- 
bursements from the pension trust these amounts per month: 
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Dr. M. Y. Dabney, $125.55; Mrs. M. Y. Dabney, $70.67; Mrs. 
S. C. Riggan, $60.44; and Mrs. W. A. Thornhill, $53.34, a 
total of $310.00 per month, the disbursements to these four 
from the fund this year making a total of $3,720.00. 


When the Committee was organized, it adopted a resolution 
approving the investments which might be recommended by 
the Investment Committee of the Trust Department of The 
First National Bank, which, according to your action at the 
St. Louis meeting in 1954, handles this irrevocable pension 
trust. The Investment Committee has from time to time sug- 
gested certain investments which each member of the Com- 
mittee has approved. 


The fiscal vear for our retirement plan with the Trust 
Department of The First National Bank is from December 1 to 
November 30, the trust having started December 1, 1954. The 
Trust Department of the bank renders a complete statement 
for the fiscal year closing each November 30. Their statement 
for the fiscal year ending November 30, 1956, gave the value 
of the irrevocable trust as $171,888.56 and the retirement fund 
reserve as $10,881.65, total $182,770.21. For the past several 
years you have each year passed from current funds the 
amount of $6,000.00 to the pension trust. Should you see fit 
to do the same again this year that will further strengthen the 
pension trust. 

The Trust Department of the bank suggests that the admin- 
istrative cost of the trust be borne out of current revenues of 
the Association and not charged against the trust. You have 
for the past two years acquiesced in that suggestion and made 
available funds to pay the administrative cost. It will not be 
known until the next full statement comes as to the amount 
of the administrative cost, which is based upon the earnings 
of the trust for the year. It is required in the trust that an 
actuary review the figures each year, so there is a nominal fee 
for the actuary. We would suggest that an amount not to 
exceed $1,000.00 be set up to pay the administrative cost and 
the actuary’s fee. It is anticipated that that amount will be 
more than adequate for all administrative costs. 

You will recall when setting up this Committee at the St. 
Louis meeting in November 1954 that the Committee was to 
be composed of C. P. Loranz, Birmingham, three years; Dr. 
Lee F. Turlington, Birmingham, two vears; Dr. Olin S. Cofer, 
Atlanta, one year. Two years ago Dr. J. Garber Galbraith, 
Birmingham, was elected for a term of three years to succeed 
Dr. Cofer and last year you re-elected Dr. Lee F. Turlington 
for a three-year term; so the Retirement Committee is now 
composed of C. P. Loranz, Chairman; Dr. Lee F, Turlington, 
Secretary; and Dr. J. Garber Galbraith. 


(Signed) C. P. Loranz 
Birmingham, Alabama, November 5, 1957 


REPORT OF HISTORY COMMITTEE 


To the Council of the Southern Medical Association— 

It will be recalled that at the Washington meeting I reported 
on what had been done in the way of history material prior to 
the Golden Anniversary Celebration at Chattanooga, October 
2-3, 1956. The Council at Houston the year before had indi- 
cated a history for the Golden Anniversary Celebration. A 
brief historical sketch was part of the program for the Celebra- 
tion. During that year much material had been gotten 
together and available for a larger and over-all fifty-year 
history. 

It will be recalled that the Council at the Washington 
meeting last year authorized the President to appoint a His- 
tory Committee to complete the history project. The President 
appointed on that Committee Mr. C. P. Loranz as Chairman; 
Dr. R. H. Kampmeier, Nashville; Dr. S. Buford Word, Bir- 
mingham; Mr. V. O. Foster, Birmingham; and Mr. Robert F. 
Butts, Birmingham. 

Several months ago I had a meeting of the History Com- 
mittee, the full Committee being present. The material that 
had already been assembled and in type was approved. A 
general, over-all plan for the completion of the fifty-year 
history was outlined in this meeting. I had fully expected to 
be able to get the new history material prepared as outlined 
by the Committee and to have the history completed before 
the Miami Beach meeting. My situation has been such that it 
has just seemed impossible to complete this project. I am quite 
sure that within a reasonable time after the first of the year 
that we can complete the history. The new material will not 
be put into type until it has been reviewed by the Committee. 
I regret that I am not able to report the completion of the 


history project. 
(Signed) C. P. Loranz 
Birmingham, Alabama, November 5, 1957 


REPORT OF HOME BUILDING FINANCE 
COMMITTEE 


To the Council of the Southern Medical Association— 


At a meeting of the Executive Committee of the Association 
in late January, the architect’s plans for a home office build- 
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ing in Birmingham were approved and the Building Commit- 
tee authorized to proceed with the construction. A Home 
Building Finance Committee was set up composed of members 
of the Executive Committee, the Building Committee, the 
Board of Trustees and C. P. Loranz. The Committee thus 
constituted is composed of Dr. J. P. Culpepper, Jr. (President 
and Chairman of Executive Committee), Chairman, Hatties- 
burg, Mississippi; Dr. R. L. Sanders (Trustee), Co-chairman, 
Memphis, Tennessee; Dr. Lee F. Turlington (Chairman of 
Building Committee), Co-chairman, Birmingham, Alabama: 
Mr. C. P. Loranz, Secretary, Birmingham, Alabama: Dr. Harry 
Lee Claud, Washington, D. C.: Dr. Walter C. Jones, Miami, 
Florida; Dr. A. Clayton McCarty, Louisville, Kentucky; Dr. 
W. Raymond McKenzie. Baltimore, Marvland: Dr. Alphonse 
McMahon, St. Louis, Missouri; Dr. Jack C. Norris, Atlanta, 
Georgia; Dr. Curtice Rosser, Dallas, Texas; Dr. Milford O. 
Rouse, Dallas, Texas; Dr. J. Kelly Stone, New Orleans, Louisi- 
ana: Dr. Henry H. Turner, Oklahoma City, Oklahoma; Dr. 
Walter E. Vest, Huntington, West Virginia; and Dr. W. Kelly 
West, Oklahoma City, Oklahoma. 

The first official announcement of the plan to build a 
home office was made in a general letter by the President in 
April, mailed from his home at Hattiesburg. This was fol- 
lowed later by a very splendid and complete brochure giving 
building plans and full information about the proposed 
building. 

In the office of the Secretary of our Committee there is a 
file of more than 500 names of current and former officers of 
the Association. This group has had three general communi- 
cations regarding the project. 

There were ground breaking exercises on Sunday forenoon, 
August 4, presided over by the President and participated in 
by several who made addresses. The actual ground breaking 
was participated in by officers and members of the Council 
who were in Birmingham for the occasion. There was present 
a very large group for these exercises. Complete information 
about this appeared in the Southern Medical Journal for 
September, “‘The Ground-breaking Story.” 

To date, we have received cash contributions amounting to 
$12,694.00 and pledges amounting to $5,785.00 — total 
$18,479.00. We are making a difference between contributions 
and contributors. There have actually been 191 individual 
contributors, counting pledges on which there has been no 
payment yet made. There have been some who have already 
made more than one cash contribution, so there has been 
issued more than one official receipt to several, making the 
total cash contributions as evidenced by official receipts 197 
as represented by 191 contributors. 


These 191 contributions are broken down thus: ten at $5, 
forty-one at $10, two at $12.50, eleven at $15, nine at $20, 
one at $22, thirty-six at $25, two at $30, twenty at $50, two 
at $75, one at $92, twenty-seven at $100, one at $125, two at 
$150, four at $200, ten at $250, three at $300, one at $500, 
one at $600 and seven at $1,000, 

Contributors are broken down thus: Presidents 12, widows 
of deceased Presidents 1, general officers 3, present members 
of the Council 9, former members of the Council 9, Section 
Chairmen 5, former Section Chairmen 33, Section Secretaries 
$3, Chairmen of Women Physicians of SMA 2, Auxiliary Past 
Presidents 4, rank and file 110—total 191. 


Contributors by states are broken down thus: Alabama $1, 
Arkansas 6, District of Columbuia 4, Florida 10, Georgia 12, 
Kentucky 8, Louisiana 17, Maryland $, Mississippi 5, Missouri 
8, North Carolina 13, Oklahoma 11, South Carolina 17, Ten- 
nessee 13, Texas 21, Virginia 7, West Virginia 4 and other 
states 1—total 191. 

While the response has not been what it was anticipated, 
the Committee feels that with the publicity that has already 
been given and when construction gets further along that 
there will be a better response from the officers, past officers 
and members of the Association. It is the feeling of the Com- 
mittee that this building will represent a monument to 
Southern Medicine, a monument to the fifty years’ advance in 
medicine in the South in which the Southern Medical Associa- 
tion has had a large part. It is hoped that contributions from 
other friends of the Association not only among the officers 
and past officers but from the rank and file membership will 
be as generous as many of the contributions already received 
have been, thus making it possible for the Association to con- 
struct this building without the necessity of having to borrow 
a large amount of money. 

Respectfully submitted, 
(Signed) J. P. Culpepper, Jr., M.D. 
Chairman 


C. P. Loranz, 
Secretary 
November 1, 1957 


REPORT OF THE INSURANCE COMMITTEE 


The Insurance Committee submits the following report: 


1. We believe that it is best to proceed generally along the 
lines agreed upon during the past meetings. 
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2. Mr. Chas. O. Finley has agreed to enter into a written 
contract within 30 days governing his relations and status 
with the Southern Medical Association. He has agreed to open 
an office for a deputy administrator in Birmingham as soon as 
space in the new building is available. He will supervise and 
direct the activities of this deputy administrator. 

$3. We have approved the disability income program for a 
monthly indemnity as outlined by the Continental Casualty 
Company with a principal sum of $5,000.00, and have re- 
viewed the promotional material which the administrator pro- 
poses to use in promoting this insurance. 

4. We have approved a program of accidental death and 
dismemberment insurance ranging from $50,000.00 to 
$250,000.00 to be underwritten by Lumberman’s Mutual! In- 
surance Company. 


5. We have approved a major hospital insurance program 
to be carried by the Continental Casualty Company on which 
the administrator has agreed to launch a mail promotion 
campaign beginning January 1, 1958 and running weekly for 
ten weeks. Your Committee requests that the Council determine 
whether surgical benefits shall be offered along with the 
hospital benefits. 

Respectfully submitted, 
(Signed) Fount Richardson, M.D., Chairman 
Robert D. Moreton, M.D. 
Harry Lee Claud, M.D. 
. W. Jervey, .D. 
Carroll M. Pounders, M.D., representing 
Henry H. Turner, M.D. 


REPORT OF THE HOME BUILDING 
COMMITTEE 


To Members of the Council: 


The activities of your Home Building Committee during 
the past year have been adequately covered by the reports of 
the Executive Secretary. The Committee is hopeful that the 
present strike will be settled in the near future and the 
building will be constructed and ready for occupancy by the 
middle of 1958. Your Chairman and the Executive Secretary 
have taken several actions in connection with the construction 
of the building. I would like to introduce the following 
Resolution with the recommendation that it be adopted: 


RESOLUTION RATIFYING CERTAIN ACTIONS PER- 
TAINING TO THE HOME BUILDING PROJECT OF 
THE SOUTHERN MEDICAL ASSOCIATION 


WHEREAS, the Executive Secretary and the Chairman of 
the Home Building Committee were duly authorized by the 
Council and the Executive Committee in regular sessions to 
enter into necessary contracts and agreements for the construc- 
tion of a Home Office Building for the Association and made 
necessary appropriations of funds for said purpose, and 

WHEREAS, the Executive Secretary and the Chairman of 
the Home Building Committee, with the consent and approval 
of counsel and financial advisers, have 


1. purchased a lot at the corner of Highland Avenue and 
Niazuma, secured title and title insurance to same and 
placed the deed of record, and secured an engineering 
and topographical survey of the site 


2. employed Lawrence S. Whitten, architect, to design the 
building and to supervise its construction 


3. submitted detailed plans and specifications to the Execu- 
tive Committee for approval and amended the same in 
accordance with their instructions 

4. invited the Daniel Construction Company to negotiate a 
bid in accordance with a proposal submitted by said 
Company 

5. on advice of the architect and instructions of the Home 
Building Committee, rejected the negotiated bid proposal 
of said Company and duly advertised the project for 
competitive bids, conducted a formal bid opening and 
determined the best bid 

6. awarded a construction contract to F. R. Hoar and Son, 
Birmingham, Alabama, in the sum of $152,671.00 which 
has been amended by two change orders to comply with 
instructions of the Executive Committee and to effect 
certain economies to provide for a total cost of $159,- 
452.00 duly covered by a performance bond in favor of 
the Association 

7. invited leading financial institutions in and out of Bir- 
mingham to submit proposals for both construction loans 
and long-term financing 

8. accepted the proposal of the Life Insurance Company of 
Georgia through Molton, Allen and Williams, Birming- 
ham, to purchase a First Mortgage Loan up to $125,000.00, 
pavable in 15 vears in equal monthly installments of 
$1,021.40, with prepayment privileges after five years 

9. accepted the proposal of The First National Bank of 


Birmingham to make a construction loan to the Associa- 
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tion up to $125,000.00 against the commitment of the 
Life Insurance Company of Georgia and to make said 
funds available as needed and determined by architect's 
estimate of degree of completion monthly with interest at 
5% per annu.n, construction loan to be repaid upon 
receipt of the permanent loan 
10. entered into agreements and understandings with the ar- 
chitect, the contractor and The First National Bank for 
desirable extensions, flexibility and adjustments of con- 
struction time, finance, strikes and other contingencies, 
NOW, THEREFORE, BE IT RESOLVED BY THE COUN- 
CIL AND THE BOARD OF TRUSTEES OF THE SOUTH- 
ERN MEDICAL ASSOCIATION IN REGULAR SESSION 
ASSEMBLED THAT 


The actions of the Executive Secretary, V. O. Foster, and 
the Chairman of the Home Building Committee, Dr. Lee F. 
Turlington, as cited in the preamble hereof are hereby ratified 
and confirmed this 9th day of November, 1957. 

A. Clayton McCarty, M.D. 

Chairman of the Council 

Southern Medical Association 

Curtice Rosser, M.D. 

Chairman of the Board of Trustees 
Southern Medical Association 


Respectfully submitted, 
Lee F. Turlington, M.D., Chairman 
Home Building Committee 

Attest: 

V. O. Foster 

Executive Secretary 


REPORT OF BOARD OF TRUSTEES 


The Board of Trustees met Monday, November 11, 1957, in 
the executive offices of the Association in the di Lido Hotel 
in Miami Beach at 2:00 p.m. Those present were: Dr. Curtice 
Rosser, Dallas, Texas, Chairman; Dr. R. L. Sanders, Memphis, 
Tennessee; Dr. W. Raymond McKenzie, Baltimore, Maryland; 
and Dr. Walter E. Vest, Huntington, West Virginia. 

The financial report of the Treasurer, V. O. Foster, was ex- 
amined and approv 


The audit of accounts by the firm of Brown, Regan and 
King, certified public accountants, Birmingham, was examined, 
which showed that the accounts were in good order and cor- 
rect and that all taxes have been paid and all properties of 
the Association adequately insured. 


The Board recommends: (1) that the Council re-study the 
appropriate sections of the Constitution and By-Laws relating 
to the duties and responsibilities of the Board; (2) that the 
Council recommend proper amendments which would permit 
the Association to utilize the vast reservoir of interest, knowl- 
edge and experience reposed in its members who desire to 
continue serving the Association effectively; (3) that the action 
taken at the Washington meeting providing for the Board 
meeting in Birmingham every second year at the Association’s 
expense be rescinded so long as the Board has only perfunc- 
tory duties to perform which can be adequately handled at 
the annual meeting. 

(Signed) Curtice Rosser 
Chairman 


REPORT OF COMMITTEE ON CONSTITUTION 
AND BY-LAWS 


The Committee composed of Drs. Robert D. Moreton, 
Chairman, Lee F. Turlington and Harry M. Robinson, Jr., 
recommended certain amendments to the Constitution and 
By-Laws which were approved by the Council and placed on 
the agenda for action by the membership at the First and 
Second General Sessions. These amendments are recorded in 
the minutes of the Second General Session. 


REPORT OF COMMITTEE ON LIFE 
MEMBERSHIP 


Dr. A. Clayton McCarty, Chairman of the Committee, read 
the report of the Committee as presented at the Washington 
meeting which was as follows: 

“Any member of the Southern Medical Association in good 
standing may become a life member by paying dues of $250- 
$300 up to the age of 50. From age 50-60 life membership 
may be secured by paying the equivalent of the total amount 
of annual dues which would ordinarily be paid from present 
age to the age of 65 years. After 60, the minimum life 
membership fee would be $50-75. Life membership would carry 
full privileges of voting, holding office, receiving the Journal 
and any other rights accorded regular members. A certificate 
of life membership would be awarded every member so 
qualified. 

(Signed) A. Crayton McCarty, M.D., Chairman 
GRAYSON CARROLL, M.D. 
Rosert D. Moreton, M.D.” 
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REPORT OF COMMITTEE ON MEDICAL 
STUDENT REPRESENTATIVES 


Dr. Donald S. Daniel, Chairman, gave a summary of the 
schedule of activities which had been prepared for the medical 
students. He reported that the project had created wide 
interest and recommended the continuation of the project 
until all the medical schools within the territory of the Asso- 
ciation would have an opportunity to send representatives to 
the meetings. 


REPORT OF THE COMMITTEE ON 
MEETING PLACES 


Your Committee has diligently studied the problem of future 
meeting places. After consultation with the Business Manager 
and the Executive Secretary, we should like to recommend 
that meeting places for the coming years be as follow: 


1958 New Orleans 

1959 Atlanta 

1960 Baltimore 

1961 Dallas—(Ft. Worth) 
1962 Miami Beach 

1963 Richmond 


Your Committee recommends that these last four named 
cities be earnestly considered and early negotiations made for 
future meeting places. 


Respectfully submitted, 

Grorce D. Witson, M.D., Co-Chairman 
Harry M. Rosinson, Jr., M.D. 

Jack C. Norris, M.D. 


REPORT OF THE COMMITTEE ON SCIENTIFIC 
EXHIBITS 


Your Committee on Awards for Scientific Exhibits attempted 
to judge all of the exhibits. The Committee worked diligently 
and were fortunate in having experienced help and advice. 
We regret that we were unable to officially recognize many 
exhibits of superior worth. Some highly specialized subjects, 
particularly, deserved more than we were in a position to 
recognize. We recommend the following awards: 


Ist Place JAMES D. HARDY and JAMES C. GRIFFIN, JR., 
University of Mississippi Medical Center, Jackson, 
Mississippi: Surgery of the Heart and Aorta. 

2nd Place DARRELL C. CRAIN, Georgetown University 
Hospital, Washington, D. C.: The Hands in 
Arthritis and Related Rheumatic Conditions. 

$rd Place RALPH R. LANDES, CHARLES L. RANSOM 
and ROBERT McLELLAND, The Memorial Hos- 
pital, Danville, Virginia: A New Method of Pre- 
sacral Retroperitoneal Pneumography Utilizing 
Carbon Dioxide. 


HONORABLE MENTION: 


Ist Place HARRIETT E. GILLETTE, Physical Medicine & 
Rehabilitation Clinic, Veterans Administration, 
Atlanta, Georgia: ‘Total Management of Muscle 
Dysfunction. 
2nd Place C. H. SLOCUMB, H. F. POLLEY, L. E. WARD 
and J. G. MAYNE, Mayo Clinic and Mayo Founda- 
tion, Rochester, Minnesota: Hypercortisonism in 
Patients with Rheumatoid Arthritis. 
3rd Place J. T. DAVIS, Corinth Hospital, Corinth, Missis- 
sippi: Surgery of the Hand. 
4th Place J. BROWN FARRIOR and ROBERT LEVINE, 
Southern Foundation of Better Hearing, Tampa, 
Florida: The Fenestration Operation and Stapes 
Mobilization. 
(Signed) im W. Jervey, Jr., M.D. 
Chairman, Committee on 
Scientific Exhibits 


ACTION OF THE COUNCIL ON REPORTS 
OF OFFICERS 


Report of the Advisor and Professional Relations Counselor 
—The report contained no recommendations but was duly 
adopted. 


Report of the Business Manager—The proposal to expand 
the Quarterly Bulletin to a monthly publication was reviewed 
in detail by the Business Manager. It was moved by Dr. 
Robert D. Moreton that the Council endorse the proposed 
expansion of the Bulletin and appreciation be expressed to 
Mr. Butts, Mr. Foster and Dr. Kampmeier for the proposal. 
The motion was seconded by Dr. J. Kelly Stone and unani- 
mously carried. 

Report of the Editor—The report contained no recommenda- 
tions and was duly adopted. 
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Report of the Executive Secretary-Treasurer—The report was 

duly adopted with the following recommendations approved: 
1. Authorized a well-organized campaign for contributions 
to the building fund to be launched in every state with 
quotas, special projects and committees and subcommit- 
tees in each state and larger cities. 

2. Authorized the Executive Secretary to make the lower 
level of the building, exclusive of the lobby and 
Woman's Auxiliary room, available to the SMA’s Insur- 
ance Department or some other paramedical interest on 
a payment in “lieu of rent” basis. Potential revenue 
expected, $5,400 per year. 

3. Approved the budget as amended and published in 
these minutes. 


ACTION OF THE COUNCIL ON REPORTS 
OF COMMITTEES 


Report of the Committee on Awards—Following the Com- 
mittee report, an election was held to determine the winnet 
of the Distinguished Service Award. Dr. Kenneth Merrill 
Lynch of Charleston, South Carolina, received a majority of 
the votes cast and was declared winner of the Distinguished 
Service Award for 1957. Dr. Joseph M. Hill of Dallas, Texas, 
was duly elected as the recipient of the Research Medal 
for 1957. 

Report of the Employees’ Pension Trust Committee—The 
recommendation of the Committee to appropriate up to $1,000 
to pay the administrative cost and the actuarv’s fee for the 
Pension Trust was approved and the budget was duly 
amended to include this appropriation. 

Report of the History Committee—The report contained no 
recommendations and was accepted as read. 

Report of the Home Building Finance Committee—The re- 
port was accepted. The Committee held a special session on 
Sunday, November 10, and gave a supplemental report. Fol- 
lowing this report the following actions were taken: 

1. A Councilor was appointed to speak to the various 

Sections during the meeting on the home building 
project. 
An Executive Committee to the Home Building Finance 
Committee was created, and Dr. Lee F. Turlington, Dr. 
J. Garber Galbraith, Mr. V. O. Foster and Mr. C. P. 
Loranz were authorized to select a Chairman of said 
Executive Committee in Birmingham who, with the 
above persons, would name the other members of the 
Executive Committee. 

3. The assistance of the Councilor from each state is to 
be sought for deciding the necessary committees within 
his state for promoting contributions to the Home 
Building Fund. 

Report of Insurance Committee—The report along with its 
recommendations was adopted. Other actions related to the 
insurance program were: 

1. that no surgical schedule be offered along with the new 
program of hospital insurance; 

2. that the $5,000 principal sum in the new A&H program 

be reduced to $1,000. 

Report of the Home Building Committee—The report along 
with the Resolution ratifying certain actions of the Executive 
Secretary and the Chairman of the Committee was duly 
adopted. 

Report of Life Membership Committee—Dr. McCarty moved 
the establishment of a life membership in the Association in 
accordance with his report. The motion was duly seconded 
and carried, and the Executive Secretary was instructed to 
work out appropriate actuarial rates and to prepare appro- 
priate certificates for life members. 

Report of Meeting Places Committee—The recommendations 
of the Committee were approved and the Committee was given 
authority to make any necessary adjustments or changes in the 
schedule depending upon the circumstances surrounding any of 
the adopted dates. 

Report of the Scientific Exhibits Committee—Upon motion 
duly made, seconded and carried, the awards as recom- 
mended by the Committee were approved. 

Report of Board of Trustees—The report was accepted and 
a former action of the Council requiring the members of the 
Board to meet in Birmingham every second year at the Asso- 
ciation’s expense was rescinded. 


OTHER ACTIONS OF THE COUNCIL 


1. Authorized a transfer of a contribution from Chas. O. 
Finley to the Building Fund. 

Recommended that the Woman’s Auxiliary donate the 
balance of the Jane Todd Crawford Fund to the build- 
ing fund and that a plaque be placed in the new 
building commemorating Jane Todd Crawford and Dr. 
Ephriam McDowell. 


FEBRUARY 1958 


3. Authorized the appointment of a Committee to con- 
sider creating a special award honoring the memory of 
Dr. Seale Harris and to report their findings and 
recommendations to the Council at the New Orleans 
meeting. 


4. Authorized the Committee on Meeting Places to make 

changes in the schedule of future meetings if necessary 

and desirable. 

Referred all proposals for changes in the Constitution 

and By-Laws to the Committee on Constitution and 

By-Laws. 

6. Authorized an increase in salary for the Executive Sec- 
retary and Business Manager, effective December 1, 1957 

7. Authorized and instructed the Councilor of each state 
to appoint a person in each state to collect and forward 
medical news to the Southern Medical Journal. 

8. Adopted the Budget for 1957-1958. 


9. Accepted an invitation to return to Miami Beach in 
“1962 or earlier.” 

10. Authorized and instructed the President to appoint a 
Committee to study the possibility of including Dela- 
ware in the territory of the Southern Medical Asso- 
ciation. 


ELECTIONS BY THE COUNCIL 
1. Chairman of the Council (one year term)—Dr. Fount 
Richardson. 


Vice-Chairman of the Council (one year term)—Dr. 

Harry Lee Claud. 

3. Members of the Executive Committee (one year term)— 
Dr. Robert D. Moreton, Dr. Jack W. Jervey, Jr., and 
Dr. George D. Wilson. 

4. Member, Board of Trustees (six year term)—Dr. J. P. 

Culpepper, Jr. 

Member, Retirement Fund Committee (three year term) 

—Mr. C. P. Loranz. 


NOMINATIONS BY THE COUNCIL 


(Under the provisions of the Constitution and By-Laws, 
the Council constitutes the Nominating Committee of the 
Association.) 


1. President-Elect—Dr. Milford O. Rouse, Dallas. 
2. First Vice-President—Dr. Edwin Hugh Lawson, New 


Orleans. 
3. Second Vice-President—Dr. Donald F. Marion, Miami. 
OFFICIAL BUDGET* 
Southern Medical Association 


October 1, 1957-September 30, 1958 
EstimMatep RECEIPTS: 


Exhibits (Miami Beach) 40,000.00 
Subscriptions to Journal (nonmembers) 6,000.00 
Reprints (10% profit) ‘ ,000.00 

Total Estimated Receipts s5 $297,000.00 

Cash on Hand (October 1, 1957) i .. 34,542.89 
Total Cash Available for Budget Year........ . $331,542.89 
APPROPRIATIONS: 

Journal x Professional General 
Editorial Relations Admin. 
Department Department Dept. Total 

Journal Printing $100,000.00 $100,000.00 
Cuts and Electros 3,000.00 3,000.00 
Journal Wrappers 1,000.00 1,000.00 
Journal Mailing 

(2nd Cl.) 3,000.0 3,000.00 
Travel Expense 500. 90 $ 2,400.00 $ 4,000.00 6,900.00 
Salaries 

(Exhibit A) 12,600.00 16,700.00 53,450.00 82,750.00 
Annual Meeting 40,000.00 40,000.00 
Office Expense 

(Exhibit B) 500.00 2,171.00 18,130.00 20,801.00 
Replacement & 

New Equipment 

(regular) 3,000.00 3,000.00 
Dues & Contributions 

(Exhibit C) 500.00 7,200.00 7,700.00 
Insurance & Taxes 

(Exhibit D) 2,850.00 2,850.00 
Professional Services 1,000.00 1,000.00 
Executive Committee 

Expense 1,800.00 1,800.00 


*Adopted, Miami Beach, Florida, November 12, 1957. 
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Section Officers’ 


Expense 1,000.00 1,000.00 
Quarterly Bulletin 5,000.00 5,000.00 
Home Building Finance 

(Exhibit E) 6,250.00 6,250.00 
Medical Student 

Representatives 1,000.00 1,000.00 
SMA History 

(completion) 2,000.00 2,000.00 
Advance—Monthly 

Bulletin Development 

(Exhibit F) Business 

Manager's Report 10,000.00 10,000.00 
Operating Con- 

tingency (1%) 3,315.00 3,315.00 


Total Appro- 


priations $120,600.00 $23,771.00 $157,995.00 $302,366.00 
Contingency Fund (Unappropriated) 29,176.89 
GRAND TOTAL $331,542.89 


AUDITOR'S REPORT 


Southern Medical Association 
Birmingham, Alabama 


We have examined the balance sheet of Southern Medical 
Association as of September 30, 1957, and the related state- 
ments of income and retained earnings for the year then 
ended. In connection therewith, we have reviewed the account- 
ing procedures and, without making a detailed audit of all 
transactions, have examined or tested accounting records of 
the Association and other supporting evidence by methods and 
to the extent we considered appropriate. We made a similar 
examination for the fiscal year ended September 30, 1956. 


Association dues, journal subscriptions and income from 
technical exhibits were recorded on the cash receipts basis. 
Journal advertising sales and sales of reprints were recorded 
on the accrual basis. Journal publishing costs were taken 
into account on the accrual basis. All other expenses, except 
depreciation, represent cash disbursements. 


In our opinion, the accompanying balance sheet and related 
statements of income and retained earnings, together with 
supporting exhibits, and subject to the explanations relating 
thereto, present fairly the financial position of Southern 
Medical Association at September 30, 1957, and the results of 
its operations for the vear then ended, in conformity with 
generally accepted accounting principles, applied on a basis 
consistent with that of the preceding year. 


Brown, REGAN & KING 
Certified Public Accountants 
(Signed) Curis H. Kine, C.P.A. 
Birmingham, Alabama 
October 22, 1957 


BALANCE SHEET 


As at September 30th 


ASSETS 
1957 1956 
Cash in Bank: 
The First National Bank 
of Birmingham— 
Regular account 


$ 34,542.89 69,126.83 


Special exhibit account........... 35,297.50 31,977.50 
Building fund account..... ..... 5,743.34 --0— 
Office petty cock fond... 0000 100.00 100.00 

U. S. Government Bonds—At cost.... 15,120.00 15,120.00 
Accounts Receivable: 
Publication and advertising......... 6,563.49 13,459.89 
Land—Home office site.............. 50,023.20 --0— 
Home office building under 
Furniture and fixtures—Cost.......... 30,516.76 29,496.26 
Less—Depreciation to date......... (18,667.21) (16,336.74) 
Travel deposit—Eastern Lines........ 425. $ 425.00 
$175,485.04 $143,410.24 
LIABILITIES 
Advance deposits on exhibits— 


$175,485.04 $143,410.24 
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COMPARISON OF ACTUAL AND BUDGETED 
REVENUE AND EXPENSE 


Year ended September 30, 1957 


Revenue: 
Journal advertising 
Dues (Include Journal 
subscriptions) 
Exhibits—Annual 
convention 
Subscriptions to Journal 
(nonmembers) 
Reprints (Excess of 
billings over cost) 


Total Revenue 


Expenses: 


Journal and Editorial— 

Printing 

Cuts and electros 
Journal wrappers 
Journal mailing 

(2nd class) 

Travel expense 
Salaries 


Stationery and printing 


Postage and office 
expense 
Express 


Subsidized subscriptions 


Commissions 


Total Journal and 
Publication Expense 


Professional Relations— 


Travel 

Salaries 

Stationery and printing 
Postage 

Office supplies and 


Telephone and telegraph 


Electric power 
Luncheons and 
entertainment 


Total Professional 


Relations Expense $ 19,543.80 $ 22,791.00 


General Administrative: 

Travel 

Salaries 

Annual meeting— 
Washington 
Miami Beach 

Stationery and printing 

Postage 

Office supplies and 
expense 

Rent 

Telephone and telegraph 

Electric power 

Express 

World Medical 
Association 

Women’s Auxiliary 

Trade association dues 

Medical Education 
Foundation 

Employees’ hospital 
insurance 

Employees’ bonus 

Employees’ refreshments 

Honorary luncheons 

Flowers 

Federal F.1I.C.A. taxes 

Ad valorem taxes 

Insurance 

Professional services 

Executive Committee 
expense 

Quarterly bulletins 

Medical Student 
representatives 

History of Southern 
Medical Association 


Section Officers’ expense 
Retirement fund expense 


Over 

(Under) 

Actual Budget Budget 
$164,598.24 $140,000.00 $ 24,598.24 
91,906.00 90,000.00 1,906.00 
40,375.00 40,000.00 $75.00 
5,406.65 6,000.00 (593.35) 
2,098.90 1,000.00 1,098.90 


$304,384.79 $277,000.00 $ 27,384.79 


$100,540.54 $ 85,000.00 $ 15,540.54 
3,052. 


37 4,000.00 (947.63) 
1,302.84 2,000.00 (697.16) 
2,520.00 3,000.00 (480.00) 

115.82 500.00 (384.18) 
12,015.31 12,000.00 15.31 
66.31 100.00 (33.69) 
244.18 300.00 (55.82) 
2.07 50.00 (47.93) 
(434.80) 606.84 (1,041.64) 
180.16 —0— 180.16 


$119,604.80 $107,556.84 $ 12,047.96 


1,783.91 3,600.00 (1,816.09) 
15,499.92 16,520.00 (1,020.08) 
98.24 200.00 (101.76) 
761.75 600.00 161.75 
287.15 400.00 (112.85) 
471.00 471.00 —0— 
287.86 400.00 (112.14) 
85.52 100.00 (14.48) 
268.45 500.00 (231.55) 
($3,247.20) 
3,739.83 6,000.00 (2,260.17) 
47,236.43 49,280.00 (2,043.57) 
44,971.43 36,078.43 8,893.00 
2,928.22 40,000.00 (37,071.78) 
3,542.10 5,000.00 (1,457.90) 
2,233.49 5,000.00 (2,766.51) 
3,074.44 3,000.00 74.44 
5,580.00 5,580.00 —I— 
1,465.46 1,500.00 (34.54) 
771.91 800.00 (28.09) 
52.06 250.00 (197.94) 
1,500.00 1,500.00 —0— 
3,000.00 3,000.00 —0— 
20.00 100.00 (80.00) 
1,000.00 1,000.00 —0— 
336.70 400.00 (63.30) 
1,112.50 1,400.00 (287.50) 
308.00 350.00 (42.00) 
647.87 250.00 397.87 
82.73 100.00 (17.87) 
2,054.91 2,000.00 54.91 
234.00 200.00 34.00 
359.74 850.00 (490.26) 
700.00 1,000.00 (300.00) 
2,051.48 1,800.00 251.48 
5,316.58 8,000.00 (2,683.42) 
1,159.52 750.00 409.52 
1,089.60 5,000.00 (3,910.40) 
1,000. 158.00 
585.71 935.71 (350.00) 


_ 
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Non-Budgeted items: 
World Medical Assn. 


entertainment 684.46) 
Southern Medical Assn. 
Council expense 1,499.21) 3,570.00 11,134.27 
Golden Anniversary 
Celebration expense 2,089.11) 
Discounts allowed 3,057.29) 


Financial promotion 
expense for new 


building 4,457.92) 
Depreciation 2,330.47) 
Anniversary keys 585.81) 


Total General and 
Administrative 


Expense 153,016.38 185,694.14 (32,677.76) 
Total Expense 292,164.98 316,041.98 (23,877.00) 
Excess of Revenue over 
Expense 12,219.81 (39,041.98) 51,261.79 
Other Budgeted Expenditures: 
Retirement fund 6,000.00 6,000.00 —0— 
Purchase of new 
equipment 1,020.50 3,000.00 (1,979.50) 
Purchase of land— 
Home office site 50,023.20 50,000.00 23.20 
lotal—Other Budgeted 
Expenditures 57,043.70 59,000.00 (1,956.30) 


COMMITTEES 1957-1958 


Admission of Delaware to Southern Medical Association Com- 
mittee—Dr. Harry M. Robinson, Jr., Chairman, Baltimore, 
Maryland; Dr. Harry Lee Claud, Washington, D. C.; Dr. 
Donald S. Daniel, Richmond, Virginia. 


Awards Committee—(for the Distinguished Service Award and 
the Research Medal) (the Committee consists of five mem- 
bers whose names are unpublicized except for the Chair- 
man, Dr, Edwin H. Lawson, New Orleans, Louisiana). 

Employees Pension Trust Committee—Mr. C. P. Loranz, 
Chairman, Birmingham, Alabama; Dr. Lee F. Turlington, 
Birmingham, Alabama; Dr. J. Garber Galbraith, Birming- 
ham, Alabama. 

Geriatrics Committee—(to be appointed). 


History Committee—Mr. C. P. Loranz, Chairman, Birming- 
ham, Alabama; Dr. Buford Word, Birmingham, Alabama; 
Dr. R. H. Kampmeier, Nashville, Tennessee; Mr. V. O. 
Foster, Birmingham, Alabama; Mr. Robert F. Butts, Bir- 
mingham, Alabama. 


Home Building Committee—Dr. Lee F. Turlington, Chair- 
man, Birmingham, Alabama; Dr. Jack C. Norris, Atlanta, 
Georgia: Dr. Henry H. Turner, Oklahoma City, Oklahoma; 
Dr. Harry Lee Claud, Washington, D. C.; Dr. J. Kelly 
Stone, New Orleans, Louisiana. 

Home Building Finance Committee—Dr. W. Kelly West, 
Chairman, Oklahoma City, Oklahoma; Dr. R. L. Sanders, 
Co-Chairman, Memphis, Tennessee; Dr. J. Garber Gal- 
braith, Co-Chairman, Birmingham, Alabama; Dr. Lee F. 
Turlingten, Birmingham, Alabama; Dr. Jack C. Norris, 
Atlanta, Georgia; Dr. Henry H. Turner, Oklahoma City, 
Oklahoma; Dr. Harry Lee Claud, Washington, D. C.; Dr. 
J. Kelly Stone, New Orleans, Louisiana; Dr. Fount Rich- 
ardson, Fayetteville, Arkansas; Dr. Robert D. Moreton, Fort 
Worth, Texas; Dr. J. W. Jervey, Jr., Greenville, South 
Carolina; Dr. George D. Wilson, Asheville, North Carolina; 
Dr. Milford O. Rouse, Dallas, Texas; Dr, Walter E. Vest, 
Huntington, West Virginia; Dr. Walter C. Jones, Miami, 
Florida; Dr. Alphonse McMahon, St. Louis, Missouri; Dr. 
W. Raymond McKenzie, Baltimore, Maryland; Dr. J. P. 
Culpepper, Jr., Hattiesburg, Mississippi; Mr. C. P. Loranz, 
Secretary, Birmingham, Alabama. 

Executive Committee of the Home Building Finance Com- 
mittee—Dr. Raymond J. Sherer, Chairman, Birmingham, 
Alabama; Dr. J. Garber Galbraith, Birmingham, Alabama; 
Dr. Julius E. Linn, Birmingham, Alabama; Dr. Paul P. 
Salter, Jr., Birmingham, Alabama; Dr. Buford Word, Bir- 
mingham, Alabama; Mr. C. P. Loranz, Mr. V. O. Foster 
and Mr. Robert F. Butts, ex officio. 

Insurance Committee—Dr. Robert D. Moreton, Chairman, Fort 
Worth, Texas; Dr. Fount Richardson, Fayetteville, Arkansas; 
Dr. Harry Lee Claud, Washington, D. C.; Dr. J. W. Jervey, 
Jr., Greenville, South Carolina; Dr. Henry H. Turner, 
Oklahoma City, Oklahoma. 

Journal Advertising Committee—Dr. J. Garber Galbraith, 
Chairman, Birmingham, Alabama; Dr. Harry M. Robinson, 
Jr., Baltimore, Maryland. 

Medical Student Representatives Committee—Dr. George D. 
Wilson, Chairman, Asheville, North Carolina; Dr. Donald 
S. Daniel, Richmond, Virginia; Dr. R. H. Kampmeier, 
Nashville, Tennessee. 


FEBRUARY 1958 


Meeting Places Committee—Dr. Alphonse McMahon, Co-Chair- 
man, St. Louis, Missouri; Dr. George D. Wilson, Co-Chair- 
man, Asheville, North Carolina; Dr. Harry M. Robinson, 
Jr., Baltimore, Maryland; Dr, J. Duffy Hancock, Louisville, 
Kentucky; Dr. Jack C. Norris, Atlanta, Georgia. 

Seale Harris Medal Committee—Dr. Tinsley R. Harrison, 
Chairman, Birmingham, Alabama; Dr. Kenneth M. Lynch, 
Charleston, South Carolina; Dr. J. Duffy Hancock, Louis- 
ville, Kentucky. 


Selection Committee—(to be appointed). 


WOMEN PHYSICIANS 


Dr. Jean Jones Perdue, 6421 North Bay Road, Miami 
Beach, entertained the Women Physicians of the Southern 
Medical Association at a buffet dinner at her home on Sun- 
day evening, November 10, at 7:00 p.m. 


Following the dinner, the forty-third business session of the 
Association was held with Dr, Mary Margaret Nicholson of 
Washington, D. C., as the speaker. 


The Miami Committee for Women Physicians was Dr. Ella 
M. Hediger, Chairman; Dr. Helen C. Dayton, Dr. Mary C. 
Patras, Dr. Jean Jones Perdue and Dr. Martiele Turner. 


ALUMNI AND FRATERNITY REUNIONS—MIAMI BEACH 


The following medical schools had luncheons or dinners in 
connection with the Miami Beach meeting. 


Medical College of Alabama Alumni Association, Birming- 
ham, Alabama 


University of Arkansas, Little Rock, Arkansas 
Duke University School of Medicine, Durham, North Carolina 
Medical College of Georgia, Augusta, Georgia 


Johns Hopkins University School of Medicine, Baltimore, 
Maryland 


Louisiana State University School of Medicine, New Orleans, 
Louisiana 


University of Louisville, Louisville, Kentucky 


a aaa of Maryland School of Medicine, Baltimore, Mary- 
an 


Medical College of South Carolina, Charleston, South Carolina 
University of Tennessee College of Medicine, Memphis, Ten- 
nessee 


University of Texas Medical Branch, Galveston, Texas 

Tulane University School of Medicine, New Orleans, Louisiana 

Vanderbilt University School of Medicine, Nashville, Tennessee 

University of Virginia Department of Medicine, Charlottes- 
ville, Virginia 


Washington University School of Medicine, St. Louis, Missouri 

The Graduate Club of Phi Delta Epsilon Medical Fraternity, 
Miami Chapter 

Theta Kappa Psi Medical Fraternity 


MEDICAL STUDENT REPRESENTATIVES 


Pursuant to action of the Council at the Houston meeting 
in 1955, medical students from the following schools were 
guests of the Association: 

Medical College of Alabama, Birmingham, Alabama—Robert 

S. Pearson 
Emory University School of Medicine, Emory University, Geor- 

gia—Sid Callahan 
University of Florida School of Medicine, Gainesville, Florida 

—Harry James Free (unable to attend) 

Medical College of Georgia, Augusta, Georgia—William Hubert 

Chew, Jr. 

University of Miami School of Medicine, Miami, Florida— 

George W. Letchworth 


Medical College of South Carolina, Charleston, South Caro- 
lina—Saied Ameen 


REGISTERED ATTENDANCE (MIAMI BEACH MEETING) 


Medical and Nursing Students............... ‘ 177 
Nurses, Technicians, Exhibitors, Visitors and Guests 721 

SCHEDULE OF FUTURE MEETINGS 

1958, New Orleans, Louisiana November 3-6 
1959, Atlanta, Georgia November 17-20 
1960, Baltimore, Maryland November 14-17 
1961, Dallas, Texas November 6-9 


1962, Miami Beach, Florida November 12-15 
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FEBRUARY 1958 


Officers of the Southern Medical 
Association 1957-1958 


President: Dr. W. Kelly West, 520 Osler Building, 
Oklahoma City 3, Oklahoma 

President-Elect: Dr. Milford O. Rouse, 1414 Medical 
Arts Building, Dallas 1, Texas 

First Vice-President: Dr. Edwin H. Lawson, 2700 Na- 
poleon Avenue, New Orleans 15, Louisiana 

Second Vice-President: Dr. Donald F. Marion, 1041 
duPont Building, Miami 32, Florida 

Executive Secretary-Treasurer and Managing Editor: 
Mr. V. O. Foster, Empire Building, Birmingham 3, 
Alabama 

Advisor and Professional Relations Counselor: Mr. C. 
P. Loranz, Empire Building, Birmingham 3, Alabama 

Business Manager: Mr. Robert F. Butts, Empire 
Building, Birmingham 3, Alabama 

Editor of Journal: Dr. R. H. Kampmeier, Vanderbilt 
University School of Medicine, Nashville 5, Ten- 
nessee 

Councilors 


Dr. Fount Richardson, Chairman, 316 West Dickson 
Street, Fayetteville, Arkansas 

Dr. Harry Lee Claud, Vice-Chairman, Suite 1010, 1835 
Eye Street, N.W., Washington 6, D. C. 

Dr. J. Garber Galbraith, 2020 15th Avenue, South, 
Birmingham 5, Alabama 

Dr. Joseph S. Stewart, 3384 Mary Street, Miami 33, 
Florida 

Dr. Jack C. Norris, 138 Doctors Building, 490 Peach- 
tree Street, N.E., Atlanta, Georgia 

Dr. J. Duffy Hancock, 705 Brown Building, Louisville 
2, Kentucky 

Dr. J. Kelly Stone, 1146-47 National Bank of Com- 
merce Building, New Orleans 12, Louisiana 

Dr. Harry M. Robinson, Jr., 1024 North Calvert Street, 
Baltimore 2, Maryland 

Dr. J. F. Lucas, 501 West Washington Avenue, Green- 
wood, Mississippi 

Dr. O. P. J. Falk, 18 South Kingshighway Boulevard, 
St. Louis 8, Missouri 

Dr. George D. Wilson, 308 City Hall Building, Ashe- 
ville, North Carolina 

Dr. Henry H. Turner, 1200 North Walker Street, 
Oklahoma City 3, Oklahoma 

Dr. J. W. Jervey, Jr., 101 Church Street, Greenville, 
South Carolina 

Dr. A. H. Lancaster, 608 W. Main Street, Knoxville 2, 
Tennessee 

Dr. Robert D. Moreton, 1217 W. Cannon Street, Fort 
Worth 4, Texas 

Dr. Donald S. Daniel, Johnston-Willis Hospital, Rich- 
mond 21, Virginia 

Dr. Howard A. Swart, 524 Medical Arts Building, 
Charleston 1, West Virginia 


Executive Committee of the Council 


Dr. Fount Richardson, Chairman of the Council, 
Chairman 

Dr. Harry Lee Claud, Vice-Chairman of the Council 

Dr. J. W. Jervey, Jr. 

Dr. Robert D. Moreton 

Dr. George D. Wilson 

Dr. W. Kelly West, President 

Dr. Milford O. Rouse, President-Elect 


Board of Trustees 
(All are Past Presidents) 


Dr. Walter E. Vest, (1958), 1115 Ninth Avenue, 
Huntington 1, West Virginia 

Dr. Walter C. Jones, (1959), 550 Brickell Avenue, 
Miami 32, Florida 

Dr. Alphonse McMahon, (1960), Missouri Theatre 
Building, St. Louis 3, Missouri 

Dr. R. L. Sanders, (1961), 899 Madison Avenue, Mem- 
phis 3, Tennessee 

Dr. W. Raymond McKenzie, (1962), Medical Arts 
Building, Baltimore 1, Maryland 

Dr. J. P. Culpepper, Jr., (1963), 709 Arledge Street, 
Hattiesburg, Mississippi 


Editorial Board 


Dr. Lenox D. Baker, Duke University School of Medi- 
cine, Durham, North Carolina 
Dr. Sullivan G. Bedell, 2720 Park Street, Jacksonville 5, 
Florida 

Dr. Willis E. Brown, University of Arkansas School of 
Medicine, Little Rock, Arkansas 

Dr. Stanley A. Hill, 607 Fillmore Street, Corinth, 
Mississippi 

Dr. John H. Lamb, Medical Arts Building, Oklahoma 
City 2, Oklahoma 

Dr. Preston A. McLendon, 2146 Wyoming Avenue, 
N.W., Washington 8, D. C. 

Dr. J. F. A. McManus, University of Alabama Medical 
Center, Birmingham 5, Alabama 

Dr. William F. Rienhoff, Jr., 1201 North Calvert 
Street, Baltimore, Maryland 

Dr. Charles Rieser, 819 Cypress Street, N.E., Atlanta 8, 
Georgia 

Dr. Curtice Rosser, 710 Medical Arts Building, Dallas 
1, Texas 


Living Past Presidents, Southern Medical Association 


Dr. C. C. Bass, 1430 Tulane Avenue, New Orleans 13, 
Louisiana 


Dr. T. W. Moore, 1209 Rugby Road, Huntington 5, 
West Virginia 
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Dr. Felix J. Underwood, State Board of Health, Jack- 
son 113, Mississippi 

Dr. Fred M. Hodges, 1000 West Franklin Street, Rich- 
mond 20, Virginia 

Dr. Walter E. Vest, 1115 Ninth Avenue, Huntington 
1, West Virginia 

Dr. M. Pinson Neal, University of Missouri School of 
Medicine, Columbia, Missouri 

Dr. Harvey F. Garrison, 529 North State Street, Jack- 
son, Mississippi 

Dr. James A. Ryan, Coppin Building, Covington, 
Kentucky 


Dr. E. Vernon Mastin, 3720 Washington Boulevard, 
St. Louis 8, Missouri 


Dr. M. Y. Dabney, Route 13, Box 90, Birmingham, 
Alabama 


Dr. Lucien A. LeDoux, 921 Canal Street, New Orleans 
16, Louisiana 


Dr. Hamilton W. McKay, 1012 Kings Drive, Charlotte 
7, North Carolina 


Dr. Curtice Rosser, 710 Medical Arts Building, Dallas 
1, Texas 


Dr. Walter C. Jones, 550 Brickell Avenue, Miami 32, 
Florida 


Dr. Alphonse McMahon, Missouri Theatre Building, 
St. Louis 3, Missouri 


Dr. R. L. Sanders, 899 Madison Avenue, Memphis 3, 
Tennessee 


Dr. W. Raymond McKenzie, Medical Arts Building, 
Baltimore 1, Maryland 


Dr. J. P. Culpepper, Jr., 709 Arledge Street, Hatties- 
burg, Mississippi 
Section Officers 
Section on Allergy 


Dr. Thomas G. Johnston, Chairman, Cazort-Johnston 
Allergy Clinic, 1425 West 7th Street, Little Rock, 
Arkansas 

Dr. George J. Stuart, Vice-Chairman, 1150 Connecti- 
cut Avenue, N.W., Washington 6, D. C. 

*Dr. William C. Grater, Secretary, 1719 Pacific Ave- 
nue, Dallas 1, Texas 


Section on Anesthesiology 
Dr. William E. Bageant, Chairman, 3754 Jocelyn 
Street, N.W., Washington 15, D. C. 
Dr. John T. Stage, Vice-Chairman, Riverside Hos- 
pital, 2033 Riverside Avenue, Jacksonville, Florida 


*Dr. John B. Parmley, Secretary, 2004 Tulane Avenue, 
New Orleans 16, Louisiana 


Section on Dermatology and Syphilology 


Dr. Edward P. Cawley, Chairman, University of Vir- 
ginia Hospital, Charlottesville, Virginia 

*Dr. Barrett Kennedy, Vice-Chairman, 1010-1013 
American Bank Building, 200 Carondelet Street, 
New Orleans 12, Louisiana 


*Dr. J. Fred Mullins, Secretary, University of Texas 
Medical Branch, Galveston, Texas 


OFFICERS OF THE SOUTHERN MEDICAL ASSOCIATION 1957-1958 


269 


Sectien on Gastroenterology 


Dr. James O. Burke, Chairman, 1200 East Broad 
Street, Richmond 19, Virginia 

*Dr. Tim J. Manson, Vice-Chairman, 103 Interstate 
Building, Chattanooga, Tennessee 

*Dr. George E. Welch, Secretary, Browne-McHardy 
Clinic, 3636 St. Charles Avenue, New Orleans 15, 
Louisiana 


Section on General Practice 


Dr. E. Paul Knotts, Chairman, 406 Market Street, 
Denton, Maryland 

Dr. H. B. Goodwin, Jr., Vice-Chairman, Box 657, 
Fort Pierce, Florida 

*Dr. Carroll L. Witten, Secretary, 2237 Taylorsville 
Road, Louisville 5, Kentucky 


Section on Gynecology 


*Dr. W. Norman Thornton, Jr., Chairman, University 
Hospital, Charlottesville, Virginia 

*Dr. John T. Armstrong, Vice-Chairman, 426 Hermann 
Professional Building, 6410 Fannin Street, Houston 
25, Texas 

Dr. Robert N. Creadick, Secretary, Box 3608, Duke 
Medical Center, Durham, North Carolina 


Section on Industrial Medicine and Surgery 


Dr. Mac Roy Gasque, Chairman, Olin Mathieson 
Chemical Corporation, Pisgah Forest, North 
Carolina 

*Dr. W. G. Thuss, Sr., Vice-Chairman, Thuss Clinic 
for Industrial Medicine & Surgery, 2230 North 
Third Avenue, Birmingham 3, Alabama 

*Dr. L. A. Pyle, Secretary, The Chesapeake & Potomac 
Telephone Companies, 722-12th Street, N.W., 
Washington 5, D. C. 


Section on Medicine 


Dr. Robert M. Bird, Chairman, 800 N.E. 13th Street, 
Oklahoma City 4, Oklahoma 

Dr. Ellard M. Yow, Chairman-Elect, Department of 
Internal Medicine, Baylor University College of 
Medicine, Houston 25, Texas 

*Dr. Kelly M. West, Vice-Chairman, 1200 North 
Walker Street, Oklahoma City 3, Oklahoma 

*Dr. Kelly T. McKee, Secretary, Medical College Hos- 
pital, 55 Doughty Street, Charleston, South Caro- 
lina 


Section on Neurology and Psychiatry 
Dr. Martin L. Towler, Chairman, 112 North Boule- 


vard, Galveston, Texas 


*Dr. Theodore L. L. Soniat, Chairman-Elect, Ochsner 
Clinic, New Orleans 15, Louisiana 


Dr. Robert H. Groh, Secretary, 1726 M Street, N.W., 
Washington 6, D. C. 


Section on Obstetrics 


Dr. Robert F. Monroe, Chairman, 332 West Broad- 
way, Louisville 2, Kentucky 
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*Dr. Charles H. Mauzy, Jr., Vice-Chairman, Bowman 
Gray School of Medicine, Winston-Salem, North 
Carolina 

Dr. Simon V. Ward, Secretary, 4414 Magnolia Street, 
New Orleans 15, Louisiana 


Section on Ophthalmology and Otolaryngology 


Dr. V. Eugene Holcombe, Chairman, Suite 214, Med- 
ical Arts Building, Charleston 1, West Virginia 

Dr. G. Slaughter Fitz-Hugh, Chairman-Elect, 104 East 
Market Street, Charlottesville, Virginia 

*Dr. George M. Haik, Vice-Chairman, 812 Maison 
Blanche Building, New Orleans 16, Louisiana 

*Dr. Mercer G. Lynch, Secretary, Ochsner Clinic, Pry- 
tania & Aline Streets, New Orleans, Louisiana 


Section on Orthopedic and Traumatic Surgery 


Dr. J. Leonard Goldner, Chairman, Duke University 
Medical Center, Duke Hospital, Durham, North 
Carolina 

*Dr. A. H. Weiland, Vice-Chairman, 263 Aragon Ave- 
nue, Coral Gables, Florida 

Dr. Daniel C. Riordan, Secretary, 1538 Louisiana 
Avenue, New Orleans 15, Louisiana 


Section on Pathology 


Dr. W. A. D. Anderson, Chairman, Jackson Memorial 
Hospital, Miami 36, Florida 

Dr. Oscar B. Hunter, Jr., Vice-Chairman, 915-19th 
Street, N.W., Washington 6, D. C. 

*Dr. Warren B. Matthews, Secretary, c/o Kennestone 
Hospital, Marietta, Georgia 


Section on Pediatrics 


Dr. Blair E. Batson, Chairman, Department of Pedi- 
atrics, University Medical Center, Jackson, Missis- 
sippi 

*Dr. McLemore Birdsong, Vice-Chairman, University 
of Virginia Hospital, Charlottesville, Virginia 

*Dr. Clifford G. Grulee, Jr., Secretary, Division of 
Graduate Medicine, Tulane University School of 
Medicine, 1430 Tulane Avenue, New Orleans 12, 
Louisiana 


Section on Physical Medicine and Rehabilitation 


Dr. Oscar O. Selke, Jr., Chairman, 1203 Ross Sterling 
Avenue, Houston 25, Texas 


Dr. Herbert W. Park, Chairman-Elect, Box 846, Med- 
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ical College of Virginia Station, Richmond 19, 
Virginia 

*Dr. Torsten H. Lundstrom, Secretary, VAC Hospital, 
Mountain Home, Tennessee 


Section on Proctology 


*Dr. Mark M. Marks, Chairman, 316 Doctors Build- 
ing, 701 E. 63rd Street, Kansas City 10, Missouri 
*Dr. Patrick H. Hanley, Vice-Chairman, 3505 Prytania 

Street, New Orleans 15, Louisiana 
Dr. Francis J. Burns, Secretary, 4660 Maryland Ave- 
nue, St. Louis 8, Missouri 


Section on Public Health 
Dr. Gerald E. McDaniel, Chairman, State Board of 


Health, Columbia, South Carolina 

Dr. William W. Schottstaedt, Vice-Chairman, Univer- 
sity of Oklahoma School of Medicine, 800 N.E. 
13th Street, Oklahoma City 4, Oklahoma 

*Dr. Albert G. Lewis, Jr., Secretary, Southwest Florida 
Tuberculosis Hospital, 4001 Tampa Bay Boulevard, 
Tampa 7, Florida 


Section on Radiology 
Dr. John Day Peake, Chairman, P. O. Box 4097, 
Mobile Infirmary, Mobile, Alabama 
*Dr. J. M. Dell, Jr., Vice-Chairman, 217 S. Main 
Street, Gainesville, Florida 
Dr. Ted F. Leigh, Secretary, Emory University Clinic, 
Emory University, Georgia 


Section on Surgery 
*Dr. Harwell Wilson, Chairman, 899 Madison Avenue, 
Memphis 3, Tennessee 
*Dr. John J. Farrell, Vice-Chairman, 1700 N.W. 10th 
Avenue, Miami, Florida 
Dr. Arthur I. Chenoweth, Secretary, 2618 Tenth Ave- 
nue, South, Birmingham 5, Alabama 


Section on Urology 
Dr. William P. Herbst, Chairman, 1801 Eye Street, 
N.W., Suite #314, Washington 6, D. C. 
*Dr. Jack A. McKenzie, Vice-Chairman, 1714 Biscayne 
Boulevard, Miami 32, Florida 
Dr. H. King Wade, Jr., Secretary, 231 Central Avenue, 
Hot Springs, Arkansas 


*New Officers—Elected Miami Beach Meeting, 1957. 
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Dermatologic Formulary. By Frances Pascher, M.D., Editor. 
Revised 1957, 146 pages. New York: Paul B. Hoeber, Inc., 
1957. Price $4.00. 


Biochemical Contributions to Endocrinology. By Sir Charles 
Dodds, M.V.O., Middlesex Hospital Medical School, London. 
76 pages, Stanford, Calif.: Stanford University Press, 1957. 
Price 


The Psychologic Study of Man. - John Money, Ph.D., The 
Johns Hopkins University. 208 pages. Springfield, Illinois: 
Charles C, Thomas, Publisher, 1957. Price $4.75. 


Human Blood Coagulation ond Its Disorders. By Rosemary 
Biggs, B.Sc., Ph.D., M.D. (Lond.), Graduate Assistant in 
oo "of Pathology, Radcliffe Infirmary, Oxford, and 
. G. MacFarlane, M.A., M.D. (Lond.), F.R.S., Radcliffe 
ho in Haematology, University of Oxford. Second edi- 
tion, 470 pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1957. Price $8.50. 


Hormonal Regulation of Energy Metabolism. Edited by Lau- 
rance W. Kinsell, M.D. 242 pages. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1957. Price $5.25. 


A Practical Handbook #, Psychiatry for Students and Nurses. 

By Louis Minski, M.D., F.R.C.P., D.P.M., University of Lon- 

a Third edition, 140 pages. ‘Springfield, Illinois: Charles 
. Thomas, Publisher, 1947. Price $3.00. 


Handbook of Orthopaedic Surgery. By A. R. Shands, Jr., 
M.D., Visiting Professor of Orthopaedic Surgery, University of 
Pennsylvania School of Medicine. Fifth edition. 699 pages with 


SOUTHERN MEDICAL NEWS 


Continued from page 250 


Dr. Paul T. Cope of St. Petersburg represented the 
United States Committee as an observer at the Eleventh 
General Assembly of the World Medical Association 
held September 29 through October 5 at Istanbul, 
Turkey. 

Dr. Leo Batell, Tampa, has been chosen President 
of the Tampa Art Institute. 

Dr. Rolla B. Hill, Jr., Miami, has been elected 
Secretary-Treasurer of the American Society of Tropi- 
cal Medicine and Hygiene. 

The Greater Miami Eye, Ear, Nose and Throat 
Society elected the following officers for the coming 
year: Dr. William B. Steinman, President; Dr. James 
H. Mendel, Jr., President-Elect; and Dr. H. Carlton 
Howard, Secretary-Treasurer. 

Dr. Walter W. Sackett, Jr., is the recipient of the 
second annual Outstanding Alumni Award given by 
the University of Miami Student Body Government. 


GEORGIA 


The Emory University School of Medicine has an- 
nounced the following promotions: Dr. John E. Skan- 
dalakis to Assistant Professor of Anatomy; Dr. O. M. 
Littlejohn to Dean of the Southern College of Phar- 
macy. 

Dr. Joseph Read has been named President of the 
Georgia Chapter of the American College of Surgeons. 
Dr. Thomas Goodwin has been named Vice-President, 
Dr. Duncan Shepard, Secretary, and Dr. William 
Whitaker, Treasurer. 


214 illustrations. St. Louis: The C. V. Mosby Company, 1957. 
Price 75. 


The Medical Interview. By Ainslie Meares, D.P.M. 112 
pages, Springfield, Illinois: Charles C. Thomas, Publisher, 
1957. Price $3.50. 


A Book of Contemplation. By Dagobert D. Runes. ee pages. 
New York: Philosophical Library, ST957. Price $3.00 


Current Surgical Management. Edited by John H. Mulhol- 
land, M.D., Edwin H. Ellison, M.D., Stanley R. Friesen, M.D. 
$10 eo Philadelphia: W. B. Saunders Company, 1957. Price 


One Surgeon’s Practice. By Frederick Christopher, M.D., 
Emeritus Professor of Surgery, Northwestern University Medi- 
cal School. 145 pages. Philadelphia: W. B. Saunders Company, 
1957. Price $4.00. 


Sex Perversions and Sex Crimes. By James Melvin Reinhardt, 
Ph.D., Professor of Criminology, University of Nebraska. 327 
pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1957. Price $5.50. 


Biology of the Treponematoses. By Thomas B. Turner and 
David H. Hollander. World Health Organization: Monograph 
Series No. 35. 278 pages. New York: Columbia University 
Press, 1957. Price $6.00. 


From Sterility to Fertility. By Elliot E. Philipp, M.A., 
B.Chir., F.R.C.S., M.R.C.O.G. 118 pages. New York: Phil. 
sophical Library, 1957. Price $4.75. 


Dr. Claude H. Fowler, Jr., has joined the staff of 
the Forest Park Clinic. 

Dr. Harriet E. Gillette has been elected Secretary 
of the American Congress of Physical Medicine and 
Rehabilitation. 

The Georgia Heart Association has presented medal- 
lions to Drs. R. Bruce Logue, T. Sterling Claiborne, 
Carter Smith, J. Lamont Henry, and Joseph C. Masse 
for outstanding service in the fight against heart 
disease. 

Dr. J. R. Evans, Stone Mountain, has been elected 
Chairman of the Board of Directors of the DeKalb 
Hospital Authority. 

Dr. Daniel D. Hankey, Atlanta, has been elected 
President of the Atlanta Rheumatism Society. Dr. David 
F. James has been elected Vice-President and Dr. John 
deR. Slade, Secretary-Treasurer. 

Dr. E. A. Musarra, Marietta, has been named Presi- 
dent of the Cobb County Chamber of Commerce. 


Dr. Arthur Knight, Jr., Waycross, has been cited 
for “meritorious service” by the Georgia Heart Asso- 
ciation. 

Drs. R. H. Chaney, Jr., H. H. McNeely, M. D. 
Pittard, R. E. Shiflet, and W. B. Schaefer, Toccoa, 
have become associated with the Medical Arts Clinic. 

Dr. Ben K. Looper, Canton, has been appointed as 
a member of the State Board of Health. 

Dr. Howard C. McGinty, Augusta, has been ap- 
pointed to the Advisury Board of Directors of the 
Early American Insurance Company of Atlanta. 

Dr. Virgil Preston Sydenstricker, Augusta, has been 
named Emeritus Professor and Emeritus Chairman of 
the Department of Medicine of the Medical College 
of Georgia. 
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Drs. Irving Victor, Savannah, T. Gray Fountain, 
Albany, Jack H. Powell, Jr., Newnan, and Maurice 
A. Strickland, East Point, have been named Fellows 
of the American College of Surgeons. 


Dr. James W. Pilcher has been appointed Head of 
the Surgical Hospital Staff at Crawford W. Long. 

Dr. Virginia Hamilton Maley, Cartersville, has been 
elected President of the Bartow County Unit of the 
American Cancer Society, Georgia Division. Dr. Thomas 
E. Hamilton, Marietta, has been named 2nd Vice- 
President. 


Dr. George F. McInnes of Augusta has been elected 
to membership in the Society of Head and Neck 
Surgeons. 

Dr. Robert R. McKnight, Jr., Augusta, has become 
a Fellow of the American College of Surgeons. 


LOUISIANA 


Dr. James W. McLaurin has received the Award of 
Merit of the Academy of Ophthalmology and Otolaryn- 
gology. The Award was made for his close assistance 
in their teaching program. 


Dr. J. D. Russ has been elected President of the 
Louisiana Council for Handicapped Children. 

Dr. Charles R. Walters has been elected President 
of the Surgical Association of Louisiana. Also elected 
were Drs. Gordon W. Peek, Ist Vice-President; E. L. 
Leckert, Treasurer; and Henry G. Butker, Secretary. 


Dr. Richard H. Morris, Alexandria, has been elected 
President of the Louisiana State Society of Anesthesi- 
ologists. Elected to serve with him were: Drs. John 
B. Parmley, New Orleans, Vice-President; William 
E. Trotti, New Orleans, Secretary-Treasurer; Wal- 
lace Merriam, New Orleans, Delegate; and Vernon C. 
Fagan, New Orleans, Alternate Delegate. 


Dr. Samuel B. Nadler, New Orleans, has been 
elected Second Vice-President of the Southwestern So- 
ciety of Nuclear Medicine. 


Dr. Paul C. Beaver, New Orleans, has been elected 
Vice-President of the American Society of Tropical 
Medicine and Hygiene for 1957-58. 


The officers of the Louisiana Pathology Society are: 
Dr. William S. Randall, Baton Rouge, President; Dr. 
Ralph M. Hartwell, New Orleans, Vice-President; and 
Dr. Samuel R. Staggers, New Orleans, Secretary- 


Treasurer. 
MISSOURI 


Dr. Oscar P. Hampton, Jr., has been elected to the 
Board of Governors of the Doctors Medical Founda- 
tion. 


The following surgeons have been inducted as Fel- 
lows of the American College of Surgeons: Drs. Bel- 
mont R. Thiele, Allen P. Klippel, and Fullerton W. 
Luedde. 


Dr. Jules H. Kopp has been elected a Vice-President 
of the Missouri Social Hygiene Association. 


Dr. Elijah Adams has been appointed Professor of 
Pharmacology and Director of the Department at the 
St. Louis University School of Medicine. 


Dr. Frank B. Engley, Jr., has been elected President 
of the Eastern Missouri Branch of the Society of 
American Bacteriologists. 
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Dr. Hugh E. Stephenson, Jr., has been elected Presi- 
dent of the Boone County Medical Society for the 
ensuing term. Other officers elected were Dr. LeRoy 
J. Miller, Vice-President, and Dr. John Modlin, Secre- 
tary. 

The following appointments have been made by the 
University of Missouri School of Medicine: Drs. Dale 
R. Sparks, Russell D. Shelden, Oral B. Crawford, Ed- 
ward Lee Johnson, Otis O. Moseley, and William A. 
Dwyer, Jr. 

The following appointments have been made by 
the St. Louis University School of Medicine: Drs. 
Donald Bandle, Donald A. Bindbeutel, John L. Bircher, 
Albert L. Bonfanti, John J. Budd, Richard J. Dames, 
Harry McClean, John M. McCarthy, and Richard L. 
Sterkel. 


Dr. Harry Louis Acker has been appointed Director 
of Rehabilitation Service at Deaconess Hospital. 

Dr. Wendell G. Scott, St. Louis, has assumed the 
office of the Presidency of the American Roentgen 
Ray Society. 

Dr. Thomas S. Fleming, Moberly, was recently hon- 
ored for outstanding work in cardiology by the 
Missouri Heart Association. 


Dr. E. Lee Dorsett, St. Louis, has been invited to 
deliver a lecture to the students of the Medical School 
of Haiti at Port-au-Prince. 


Dr. D. Elliott O'Reilly, University City, has been 
elected President of the Missouri Society for Crippled 
Children and Adults, Inc. 


Dr. Birkle Eck, Ladue, has succeeded Dr. Clarence 
E. Mueller, St. Louis, as President of the Medical 
Staff of Deaconess Hospital. Dr. Bert H. Klein has 
been named Vice-President and Dr. Lee A. Hall, 
Secretary. 


Dr. John T. Logue has been appointed to the 
position of City Public School Physician by the Co- 
lumbia Board of Education. 

Dr. E. L. Spence, Kennett, has been reappointed to 
the Tennessee-Missouri Bridge Commission by Gov- 
ernor James T. Blair. Dr. Arthur D. Markel, Poplar 
Bluff, has been named to the State Resources and 
Development Commission. 

Dr. Leo V. Mulligan, St. Louis, has become Medical 
Director and Chief of Staff at St. Louis City Hospital, 
replacing Dr. Cyril J. Costello. 


NORTH CAROLINA 


Dr. George D. Wilson, Asheville, Southern Medical 
Association Councilor, has been elected President of 
the American Academy of Physical Medicine for 
1957-58. 


Dr. Leroy J. Butler, Winston-Salem, has been elected 
President of the North Carolina Pediatric Society, 
Dr. Thomas A. Henson, Greensboro, President-Elect, 
and Dr. John F. Lynch, Jr., Secretary-Treasurer. 

Dr. Deborah Cushing Leary Welt has joined the 
staff of The University of North Carolina School of 
Medicine. 

New faculty appointments in the University of 
North Carolina School of Medicine are: Drs. Hans H. 
Strupp, Associate Professor of Psychology in the De- 


Continued on page 62 


VOLUME 51 


273 


Atlas of Tumors of the Nervous System 


By H. M. Zimmerman, M.D., Professor of Pathology, 
College of Physicians and Surgeons, Columbia Uni- 
versity; Martin G. Netsky, M.D., Professor of Neuro- 
pathology and Associate Professor of Neurology, The 

Bowman Gray School of Medicine, Winston-Salem; 

and Leo M. Davidoff, M.D., Professor of Surgery, 

Albert Einstein College of Medicine, New York City. 

187 pages, 277 illustrations. Philadelphia: Lea & 

Febiger, 1956. Price $25.00. 

In this very attractive volume the authors have 
achieved admirably their major purpose, namely, to 
depict the morphologic features of tumors of the cen- 
tral and peripheral nervous system. The illustrations 
are of excellent quality with very faithful reproduc- 
tion of color of both gross and microscopic specimens. 
The brief but extremely pertinent descriptions reflect 
the broad experience of the authors. In addition to 
the numerous color plates there are supplementary 
drawings and photographs of relevant roentgenograms. 


Although special stains were used wherever necessary 
to illustrate certain histopathologic features, the gen- 
eral pathologists will be pleased to find that most of 
the photomicrographs relate to specimens stained with 
hematoxylin and eosin. There are 277 illustrations in 
this book, the great majority in color. It is the opinion 
of this reviewer that the quality of this volume justi- 
fies its cost. It should be in every medical library and 
is highly recommended to all pathologists, neurologists 
and neurosurgeons. 


The Management of Oral Disease 


By Joseph L. Bernier, D.D.S., R.C.S. (Eng.), Col- 
onel, Dental Corps, U. S. Army; Chief, Oral Path- 
ology Branch, Armed Forces Institute of Pathology; 

Pathologist to the Registry of Oral Pathology of the 

American Dental Association; Professor of Oral 

Pathology, Georgetown University School of Dentis- 

try; Chairman, Dental Research Advisory Committee 

to the Medical Research and Development Board, 

Department of the Army; Special Lecturer in Oral 

Pathology, Educational Advisor to the Dental Divi- 

sion, and Chief of the Department of Oral Medi- 

cine, Army Medical Service Graduate School; Con- 
sultant in Oral Pathology to Veterans Administration 

Central Office. 825 pages with 1,001 text illustra- 

tions and 5 color plates. St. Louis: The C. V. Mosby 

Co., 1955. Price $15.00. 

This work represents a rather comprehensive text 
of oral pathology unencumbered by supportive detail, 
but including the important characteristics of each 
disease. It was prepared primarily for the dental 
student and profession; however, it should be useful 
to the general pathologist and others interested in 
oral disease. 

A few of the chapters which may be found in the 
text are: 


The Interpretation of Signs and Symptoms— 
Biopsy 


Diseases of the Pulp and Periapical Tissues 
Oral Reactions in Allergy and to Drugs 

Viral and Viral-like Lesions of the Oral Mucosa 
Specific Inflammatory Lesions, Including Fungi 
Oral Lesions in Diseases of the Blood 

Cysts of the Oral Regions 

Tumors of the Odontogenic Apparatus 
Benign Tumors of the Soft Oral Structures 
Malignant Tumors of the Oral Regions 

In the introduction the author indicates that a 
work such as this could properly be titled “Surgical 
Oral Pathology,” but because of the strangeness of this 
term in dentistry, the term “management” was 
adopted. 

In presenting the material on each disease entity, 
the author makes a few comments on the disease 
followed by a discussion of the etiology, clinical fea- 
tures, histopathology, and treatment. The illustrations 
usually include the clinical appearance and high and 
low magnifications of the tissue sections. 


The chapters on caries and periodical pathology 
are brief since the author feels that these subjects are 
adequately covered elsewhere. Diseases of the teeth, 
periodontium, lips, cheeks, palate, floor of the mouth, 
tongue, maxilla, mandible, salivary glands, and related 
areas are adequately covered. There are several chap- 
ters on tumors. 


The book is a good reference work on the subject. 


Diagnostic Roentgenology 


Edited by Ross Golden, M.D., Radiology of the 
Heart and Great Vessels (renewal pages). By Rob- 
ert N. Cooley, M.D., Professor and Chairman, De- 
partment of Radiology, University of Texas Medical 

Branch, and Robert D. Sloan, M.D., Professor and 

Director of the Department of Radiology, University 

of Mississippi Medical Center. Chapter IV. 306 

pages. Baltimore: Williams and Wilkins Co., 1956. 

Price $15.00. 

Cooley and Sloan’s new cardiovascular section in 
Golden’s “Diagnostic Roentgenology” supplies a badly 
needed revision and does it very well. It has been 
widely rewritten and expanded and functions equally 
well as a text or reference. More coverage of selective 
angiocardiographic technic with interpretation would 
have been helpful, as this technic appears to be gain- 
ing many adherents. 


Rosenau’s Preventive Medicine and Public Health 


Edited by Kenneth F. Maxcy, M.D., Professor Emeri- 
tus of Epidemiology, The Johns Hopkins University 
School of Hygiene and Public Health. Eighth Edi- 
tion, 1,447 pages. New York: Appleton-Century- 
Crofts, Inc., 1956. 


The eighth edition of this “bible” of public health 
and preventive medicine has undergone revision not 
only of its text, but of its title as well. Dr. Rosenau’s 
original title has been replaced by one that will, in 
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the words of Dr. Maxcy, “. .. more adequately indicate 
the scope and purposes of the book ... .” A good 
portion of the text has had partial or complete re- 
writing and recent data have been added. References 
to the newer material have been included, and the 
index has been enlarged. The 27 contributing authors 
of the seventh edition are on hand again to present 
authoritative discussions of their special subjects. 


Advances in public health and preventive medicine 
have been so rapid in recent years that Dr. Maxcy 
believed revision of the text to be necessary after only 
a five year interval since the previous edition. How- 
ever, with the inevitable lag between the completion 
of manuscripts and their publication, some of the 
material in the text is already outdated. The editor 
and his able group of collaborators are unquestionably 
well aware of this, and it is to be hoped that they will 
find it possible to make revisions with sufficient fre- 
quency to keep this classic text abreast of new develop- 
ment in the field. 


Regeneration in the Central Nervous System 


By 33 contributors. Edited by William F. Windle, 
Ph.D., Sc.D., Chief, Laboratory of Neuroanatomical 
Sciences, National Institute of Neurological Diseases 
and Blindness, Bethesda, Maryland. 298 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1955. Price $9.00. 


This monograph arose from a conference on the 
subject, the contributors having done research in the 
field on which they each report. The problem of 
growth of nerve fibers after injury to the central 
nervous system was considered in lower forms, reptiles, 
amphibia and birds where in many cases it is entirely 
successful in the embryo and adult. This is compared 
with histological and physiological results in mammals 
where the evidence is less convincing in the mature 
forms though tantalizingly suggestive of promise in 
fetal and young forms. The influence of pyrogen 
therapy which aids the process by inhibiting growth 
of glial scars is described, and reports on apparently 
successful restoration of walking in kittens and puppies 
that survived spinal transection give more suggestion 
of promise than real proof of functional restoration. 
The reader is again impressed with the histological 
evidence of regeneration of central neurons in the 
form of sprouts, like those originally described by Cajal; 
and with the reports of the remarkable capacity of the 
compressed spinal cord to function with only a small 
percentage of its cross section remaining intact. While 
the book is largely interesting to research workers in 
the field, the general reader may glean a few points 
that have a bearing on the care of clinical cases. 


Techniques and Procedures of Anesthesia 


By John Adriani, M.D., Director, Department of 
Anesthesiology, Charity Hospital; Professor of Sur- 
gery, Tulane University School of Medicine, and 
Clinical Professor of Surgery and Pharmacology, 
Louisiana State University School of Medicine. Sec- 
ond Edition, 538 pages. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1956. Price $8.75. 
The first edition of this book was published in 
1947 and became one of the most popular texts on 
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anesthesia techniques. The Second Edition is a thor- 
oughly revised and current text dealing with all phases 
of anesthesia and inhalation therapy. The book is 
indexed in much the same manner as the first edition, 
although some sections have been combined to make a 
more effective and logical presentation in the light of 
recent progress. A new section has been added, Spe- 
cialized Procedures, which deals with many new tech- 
niques such as hypotensive anesthesia, hypothermic 
anesthesia, and anesthesia for the extremes of age. 
The author discusses many of the new mechanical 
devices for augmenting respirations, producing hypo- 
thermia, inhalation therapy, etc., which have only 
recently been made available. The book follows the 
same form as the first edition, using the outline 
method which has proven very effective. Each proce- 
dure is presented, explained and the rationale given 
for each step in easy to follow chronological order. 
The advantages and disadvantages, the indications and 
contraindications, as well as comments for considera- 
tion, are included with each technique to give a com- 
plete understanding of its purpose and utility. The 
work is fairly well documented but also makes use 
of the author’s extensive experience as a teacher of 
many nurses, medical students, and residents, as well 
as his experience as Director of Anesthesia in a large 
teaching institution where the blood bank, inhalation 
therapy department, and pain clinic are all under his 
capable supervision. This book is a welcome addition 
to any medical library and will be useful to most 
everyone connected with the field of anesthesia. 


Anesthesia: Thief of Pain 


By Sylvan M. Shane, D.D.S., Attending Anesthesi- 

ologist, Luthern Hospital of Maryland. 87 pages, 

illustrated. New York: Vantage Press, Inc., 1956. 

Price $2.50. 

This short booklet was written for the purpose of 
acquainting the patient or patient-to-be with modern 
anesthesia in order to allay “outmoded childhood 
fears” with “up to the minute understanding and 
reassurance.” Various anesthetic technics are ex- 
plained in a language that in one sentence is juvenile 
in its context and the next highly technical. For 
example, a molecule of cyclopropane is personified 
and makes a trip past “Tonsil Junction” speeding 
along toward “Brain City” arriving at a busy inter- 
section called the “Circle of Willis.” A little further 
along in the same section, a reference is made to the 
phylogenetic development and evolution of the human 
organism. Descriptions of the sensations of anesthetic 
inductions by various agents and technics are given 
which although not usually experienced by well pre- 
pared patients, would be frightening experiences for 
most people and certainly nothing to anticipate with 
any degree of expectancy. 

Scientific facts are frequently misrepresented and 
the information poorly documented. The most recent 
reference, other than a short monograph by the author 
published in 1953 and an historical one published in 
1945, was published in 1942. 

The last few paragraphs are an attempt to justify 
the existence of the anesthesiologist by references to 
the “thin veil between life and death,” the many im- 
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portant functions performed by the anesthesiologist 
during the operation, and the importance of these 
functions. Although these references may be true, 
they are not facts that a competent and secure anes- 
thesiologist needs to bring up to the average patient, 
nor are they the things one would want to emphasize 
to a patient who already has about all on his mind 
that he can stand. 


This book is of little or no interest to surgeons or 
anesthesiologists and questionable as far as presenting 
any accurate information to patients other than those 
of the author. 


Manual of Anesthesiology for 
Residents and Medical Students 


By Herman Schwartz, M.D., S. H. Ngai, M.D., and 
E. M. Papper, M.D., Columbia University. 154 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1956. Price $4.25. 


This book will be an extremely valuable edition to 
residents, not only on anesthesiology, but other special- 
ties, and for medical students. This is the purpose for 
which this book was written. There is a vast wealth 
of information contained in these 154 pages. Its presen- 
tation is clear, precise and contains pertinent data to 
the understanding o: anesthesiology for those people 
that are beginning their study of anesthesiology and 
should stimulate them to reading more extensively. 
The book contains tables and charts which, though 
not numerous in number, are excellent in their presen- 
tation of the material which is being discussed. It 
would be worth the time of anyone connected with 
anesthesia to spend a few hours reading this book to 
enable them to have a better understanding of the 
subject. 


Morphine and Allied Drugs 


By A. K. Reynolds, Ph.D., Department of Pharma- 
cology, Dalhousie University, Halifax, N. S., and 
Lowell O. Randall, Ph.D. 386 pages. Toronto: Uni- 
versity of Toronto Press, 1957. Price $10.00. 


This monograph presents a very excellent summary 
of our current knowledge of morphine and allied 
drugs. The book is divided into eleven chapters, in 
five parts. The first part takes up the subject of the 
alkaloids of opium; the second part, other papaver- 
aceous alkaloids; the third part, synthetic analgesics; 
and the fourth part, antagonists to analgesics and 
theories relating chemical structure to analgesic ac- 
tivity; a fifth part constitutes a brief summary. The 
authors summarize the pertinent data available in the 
literature in a very concise, readable manner. The 
action of these chemicals on experimental animals is 
carefully reviewed and critically evaluated as well as 
the human experimental data and its therapeutic ap- 
plications. This book should be of particular interest 
to pharmacologists, anesthesiologists, and physicians 
who use morphine analgesics extensively. 


Drugs in Current Use 1957 


Edited by Walter Modell, M.D., Associate Professor, 
Clinical Pharmacology, Cornell University Medical 
College. 152 pages. New York: Springer Publishing 
Company, Inc., 1957. Price $2.00. 
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This is an annually revised listing of drugs in com- 
mon use. It is alphabetically arranged, and includes a 
brief description of the action and uses of the drugs 
listed. The most common undesirable or toxic reactions 
are given. The preparations of the various therapeutic 
agents and the dosage of each is listed. Immunological 
agents are not included. Each drug is described under 
its official name if this has been established; newer 
drugs included but not yet assigned official names 
are listed under their proprietary names. This is a 
useful handbook for the intern or practicing physician. 


Their Mothers’ Daughters 


By Edward A. Strecker, M.D., and Vincent T. Lath- 
bury, M.D. Philadelphia: J. P. Lippincott Company, 
1956. 


In 1946 Dr. Strecker published the book Their 
Mothers’ Sons. It was immediately obvious that a 
sequence to its subject matter, with respect to daugh- 
ters, would be forthcoming. Dr. Strecker, in collabora- 
tion with his colleague, Dr. Lathbury, has just brought 
out the companion volume Their Mothers’ Daughters. 
In the earlier work, the devastating influence of 
“Mom” on the maturity of her sons was laid bare; 
mom kept her sons tied to her by a “silver cord,” 
and, thus, preventing them from becoming self-suf- 
ficient adults who were capable of meeting life head- 
on and at the same time loving their wives. 


In this most recent book, the authors obviously 
know whereof they speak and have done a valuable 
service in sharing their knowledge. They show how 
mom interferes with daughter’s willingness and ability 
to live life on her own, giving love to her husband 
and children. They point out some common obstacles 
to successful motherhood, which may be defined for 
this book as raising a daughter so that she too can 
be a successful wife and mother. These obstacles in- 
clude lack of knowledge of household budgeting, lax- 
ness or fastidiousness about cleanliness and neatness, 
illness, alcoholism, possessive in-laws, immature hus- 
bands, absentee husbands, etc. They describe a num- 
ber of different substitute mothers, as schoolteachers, 
governesses, baby sitters, grandmothers, who may take 
over daughter’s upbringing when the real mother is 
deceased or inadequate. Among these surrogates, mom 
and effective mothers may be found. Some of the 
chapter-headings indicate the range of topics which 
these lucid authors deal with in their critique of moms, 
and their plea to women to become adequate 
mothers,—Mothers Who Never Grew Up; Their 
Fathers’ Daughters; “Seek Not to Make Them Like 
You.” They conclude their book with a description 
of a mother-daughter design which should serve as a 
valuable guide to the reader in assessing moms and 
mothers. The book begins with a series of questions 
aimed at helping the reader to probe her (his) own 
beliefs and expectations with respect to mothers. At 
the end of the book, answers which the authors en- 
dorse are given. 


This book by Drs. Strecker and Lathbury is a 
unique presentation which brings into focus some of 
the authors’ ideas and experiences in such a way as 
should stimulate a lively curiosity in a wide variety 
of readers. The authors have made the book readable 
and understandable for lay people, giving the profes- 
sional and lay individuals a common understanding 
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and language. Professional workers, students, and lay- 
men will find much to help them in this important 
book, and it should be read by all serious minded 
parents, professional and laymen alike. 


Diseases of the Endocrine Glands 


By Louis J. Soffer, M.D., Clinical Professor of Medi- 
cine, State University of New York, College of Medi- 
cine. Second Edition. 1,006 pages, 102 illustrations 
and 3 colored plates. Philadelphia: Lea and Febiger, 
1956. Price $16.50. 

This book is divided into five major sections accord- 
ing to the endocrine glands under discussion. These 
are, in order: the hypophysis, adrenals, gonads, thy- 
roid and parathyroid. A brief consideration of the 
thymus is also included in the last section. Inasmuch 
as a thousand pages are devoted to these topics, one 
can sympathize with the decision to omit an account 
of carbohydrate metabolism and diabetes mellitus in 
this revision. Each section is autonomous and ample 
considerations of anatomy, physiology and chemistry 
serve to introduce clinical matters. There are sur- 
prisingly few cross references among the various 
sections. Although this favors repetition and may not 
appeal to all, it does lend itself to an orderly and 
systematic presentation which is generally used to 
advantage. 


All topics are appropriately introduced by a concise 
historical resumé and illustrative case summaries are 
used to advantage. The section on the adrenals is 
excellent. A fairly comprehensive account of selected 
laboratory procedures is included. This will prove 
more useful as a source of normal values than a 
technical guide but should be helpful to those who 
are not completely familiar with endocrine meth- 
odology. 

The documentation is excellent and the impressive 
list of references is one of the outstanding features of 
the work. It deserves a place in every comprehensive 


medical library and will be valuable for all who deal 
with endocrine disorders. 


Connective Tissue in Health and Disease 


Edited by G. Asboe-Hansen, M.D. University In- 
stitute of Medical Anatomy, Copenhagen. 321 pages. 
New York: Philosophical Library, 1957. Price $15.00. 


This book made up of articles by highly qualified 
scientists is concerned with a broad consideration of 
connective tissue, a neglected tissue until about 25 
years ago. The morphology, histochemistry, and metab- 
olism of connective tissue are covered in detail. Its 
components: cells, fibers, and collagen are described 
along with the effect of various hormones, enzymes, 
and vitamins on connective tissue. Considerable at- 
tention is given to the enzyme, hyaluronidase and its 
affect on various connective tissue components and 
the inhibition of hyaluronidase by chemical and non- 
specific in vivo and in vitro inhibitors rather than 
the antibody antihyaluronidase. 


The pathology of connective tissue and its role in 
infection and various disease processes under cancer, 
arthritis and various collagen diseases are dealt with. 


The book is an excellent reference and summarizes 
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current knowledge of the subject very well. The bibli- 
ography is extensive. If it does nothing more than 
emphasize our relative state of ignorance about con- 
nective tissue and the need for much more research, 
it will be worthwhile. 


The Support of Medical Research 


A Symposium organized by the Council for Inter- 
national Organizations of Medical Sciences. Edited 
by Sir Harold Himsworth and J. F. Delafresnaye. 
168 pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1956. Price $4.00. 


This small volume is destined to remain a historical 
landmark, describing as it does the manner in which 
countries over the world support and encourage medi- 
cal research. In addition giving the patterns of organ- 
ization and policies of the research councils and the 
medical schools and institutes in several of the coun- 
tries, the actual monetary support is listed, so that 
future students of the subject will have a basis of 
comparison. 


The most significant part of the book is in the 
report of the conference that was held in London in 
1954 in which the views of various representatives of 
research from the countries sending delegates are 
stated in orderly fashion and summarized. The con- 
ference recognized the primacy of the University in 
research and its obligation to produce educated re- 
searchers. The difference between advancement in 
basic science and the further development of specific 
discoveries is also recognized and the responsibility of 
Universities to continue basic discovery rather than 
development is seen clearly. 

The manner of training researchers and teachers is 
discussed and there is recognition of the need for ex- 
tensive support of students having leanings toward 
these fields if the supply of investigators and teachers 
is to be maintained. There is a fine feeling through- 
out the discussion for the fact that man is increasingly 
aware of his own potentialities for discovery and of 
the need for securing opportuniites for those best 
qualified to advance knowledge in different fields. 

Readers of this book will probably be those already 
interested in research grants and organizations. It 
would be of great benefit if they brought it to the 
attention of administrative officials and boards of trust 
of universities; a group who will have much influence 
in these fields with or without knowledge of it. 


Gout 


By John H. Talbott, M.D., Professor of Medicine, 
University of Buffalo School of Medicine. 198 pages. 
New York: Grune & Stratton, 1957. Price $6.75. 


The author has included in a small, readable, well- 
documented volume the present information regarding 
a disease which is more common than generally held, 
gout. 

An interesting history of the disease is included. 
The author holds that the increased concentration of 
urate in the body fluids to be the result of a fault in 
intermediary metabolism, metabolism of nucleoprotein 
and purine substances. The pathology of gout is very 
succinctly considered. Treatment of the disease is very 
thoroughly covered and the opinion is expressed that 
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a combination of Colchicine and Benemid in some 
combination is the best of the drugs to be used 
prophylactically. 

In summary, this is a very interesting presentation 
of the author’s observations regarding a disease seen 
more frequently than it is diagnosed and properly 
treated. 


Care of the Long-Term Patient 


Vol. II of Chronic Illness in the United States, 
under auspices of Commission on Chronic Illness. 
587 pages. Cambridge, Massachusetts: Harvard Uni- 
versity Press for the Commonwealth Fund, 1956. 
Price $8.50. 


The problems of chronic illness have been of con- 
cern to a number of official and nonofficial health 
and welfare agencies for many years. These problems 
have become relatively more prominent of late because 
the acute diseases have been fairly well controlled. 
There has been a real increase in their importance 
too as our population ages and the life expectancy 
increases, because the occurrence of chronic disease 
increases with age. 


Under the auspices of the Commission on Chronic 
Illness a National Conference on the Care of the Long- 
Term Patient was held in 1954. The volume here 
reviewed represents the basic recommendations and 
conclusions of that conference, as well as selected 
materia! from other sources. Although it is Volume II 
of a series of four in preparation, it is the first to be 
published. Volume I will be Prevention of Chronic 
Illness, Volume III will be entitled Chronic Illness in 
a Rural Area, and Volume IV will be Chronic Illness 
in a Large City. Together, they should provide a 
source of the best thought and material on chronic 
illness in this country. 


Volume II is composed of the subject matter on 
which the 80 recommendations and conclusions of the 
Conference were based. These are arranged under 
several headings, each of which forms a separate chap- 
ter, but all are related intimately. The long-term 
patient is described according to a variety of attributes, 
his needs are discussed in general as well as in special 
terms. His care in the home and in the hospital is 
spelled out and his need for rehabilitation services 
and activities is stressed. 


A good deal of attention is directed to the pro- 
curement and education of personnel who will be 
engaged in the care of the chronically ill. The need 
for integrating and coordinating activities of all 
agencies concerned with the care of the chronically 
ill, such as the Veterans Administration and Regional 
Health Service Programs, is emphasized. Financing 
the costs of care comes in for considerable discussion, 
because this problem is most serious and affects not 
only the patient and his family, but the community 
as well. 

The Commission recognizes the importance of re- 
search in the distribution and severity of chronic ill- 
ness, its natural history and epidemiology, its preven- 
tion and treatment. Studies are also needed to 
determine the economic and social costs of disability 
resulting from chronic disease, and the community 
resources available for the care of the chronically ill. 
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There are over 100 pages of appendices containing 
information of a statistical nature, as well as details 
of planning a chronic illness facility, and a suggested 
curriculum content for the training of nurses. 


All of the foregoing add up to a comprehensive 
treatment of the subject. This book has valuable 
information for all who are concerned with the care 
of the chronically ill, from those who minister to the 
sick, to those who plan and administer the facilities 
for their care. 


Management of Emotional Problems 
in Medical Practice 


Edited by Samuel Liebman, M.D., Clinical Assistant 
Professor of Psychiatry, University of Illinois College 
of Medicine. 146 pages. Philadelphia: J. B. Lippin- 
cott Company, 1956. Price $5.00. 


This compact and clearly written volume comprises 
the broad knowledge and extensive experience of nine 
eminent physicians representing a compilation of 
essays presented at the North Short Health Resort, 
Winnetka, Illinois, edited by the Medical Director of 
the Resort, Dr. Samuel Liebman. 


The volume, as its title implies, deals with the 
management of emotional problems presented by pa- 
tients to every practitioner of medicine, and includes 
the handling of psychiatric emergencies, the use and 
abuse of sedatives and stimulants, the management 
of the anxious patient, the depressed patient, the 
management of emotional reactions in the male in- 
volutional period, the management of the multiple 
complainer, the management of over-eating, over- 
drinking and over-smoking, a chapter on avoiding the 
production of iatrogenic disease and the utilization 
of community resources in medical practice. 


It is the reviewer's opinion that this volume is prac- 
tical and helpful to the extent that it would be a wel- 
come addition to every practitioner’s library. 


Some of the authors have brought into clear per- 
spective the ideal relationship between the practitioner 
of organic medicine and the psychiatrist, showing 
where each can be mutually supportive to the other 
and showing, also, what an important role the psychia- 
trist can play in helping the person who is sick of 
body as well as mind. 

The volume also offers practical suggestions to the 
practitioner who is not fortunate enough to have 
psychiatric consultation readily at hand. 


Occupational Diseases of the Skin 


By Louis Schwartz, M.D., Louis Tulipan, M.D., and 
Donald J. Birmingham, M.D. Third edition, 981 
pages, 189 illustrations. Philadelphia: Lea & Febiger, 
1957. Price $18.00. 


The third edition of a well-established text, the 
previous edition of which appeared ten years ago, is 
timely and authoritative. 

To quote from the preface, “The new chemicals 
and new methods of manufacture, which are so rapidly 
and constantly being evolved, bring with them new 
skin hazards to workers engaged in their manufacture 
and in their application as well as to the public who 
use products containing these chemicals.” 
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“The skin is a shock organ and is the first line of 
defense against environmental irritants. Therefore it 
is expected that industrial dermatoses would constitute 
the largest part of industrial diseases.” 

Special chapters on “Occupational Marks,” “Skin 
Hazards from Radiation in Atomic Industry, Medicine 
and Warfare” and “Skin Hazards from Surface Active 
Agents” have been added. 

An up-to-date definitive, authoritative treatise of 
this sort is justified and essential. It is well indexed, 
so its use as a reference volume is made easy, and it is 
fairly well written—although often it seems that much 
could be presented more concisely. 


This book is very useful, and is almost absolutely 
essential for every dermatologist, general practitioner, 
industrial physician, safety director, plant superin- 
tendent and lawyer handling compensation cases. 


The Changing Patient-Doctor Relationship 


By Martin G. Vorhaus, M.D. 310 pages. New York: 
Horizon Press, 1957. Price $3.95. 


In this exceptionally readable book the author makes 
out a good case for his major premise that the doctor- 
patient relationship is changing. He attributes the 
change to the increasing prevalence of anxiety among 
people, and a greater willingness on their part not 
only to admit that they have anxieties, but to talk 
about them. It becomes necessary for the doctor to 
adapt to the change that has taken place if he is to 
fulfill the needs of his patients. Dr. Vorhaus observes 
that there are patients who are dissatisfied with the 
kind of treatment they have received at the hands of 
licensed physicians, and many of them turn to 
“healers.” There are also doctors who feel frustrated 
because some of their patients refuse to heed warn- 
ings or follow medical advice. Both instances represent 
failure of the doctor-patient relationship. 

The author presents four of the commonest and 
most difficult medical problems (peptic ulcer, colitis, 
hypertension and obesity) through exceedingly inter- 
esting case histories. These take the form of con- 
versations between doctor and patient, and indicate 
the skill and patience required by the doctor in en- 
couraging the patient to verbalize his difficulties and 
work with the doctor toward the solution of his prob- 
lems. The case histories make interesting reading, and 
are most instructive as well. 

Illustrations that are clever and often amusing are 
provided by A. Birnbaum, a recognized and able artist. 
He depicts the doctor as a three-headed creature who 
is therapist, saint and father to his patient. 

Dr. Vorhaus apparently has intended his book for 
patient and doctor alike. Undoubtedly both will find 
it entertaining and informative. It seems to this reader 
that its greatest usefulness may well lie in the orienta- 
tion and teaching of medical students. 


Alcoholism Its Psychology and Cure 
By Frederick B. Rea. 140 pages. New York: 
Philosophical Library, 1956. Price $3.50. 


Of all the illnesses which plague man, none is 
greater antiquity or complexity than alcoholism. 


The author of this little book develops the theme 
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that alcoholism is not simply a medical problem, nor 
a problem of psychology nor is it a question of moral 
or spiritual imperfection. The chapters deal in the 
metabolism of alcohol, some of the epidemiologic 
features of alcoholics as a group, the pathogenesis and 
finally the cure of alcoholism. 

The chapter on metabolism is merely a sketch and 
not a very good one at that; physiologists and bio- 
chemists could argue rightly that this phase of the 
problem has barely been touched. The epidemiologic 
data too is quite brief but a great improvement over 
the discussion of metabolism. The pathogenesis or 
“Road to Alcoholism” is presented briefly. 

The second half of the book is concerned with 
cure. Here the author is at his best and, although 
he does not come up with any sure cure, he certainly 
does discuss the problem of treatment in a broad and 
profound manner. He ends with the plea that a new 
era has dawned in the understanding of the disease 
of alcoholism and the responsibilities of dealing with 
the social, medical and religious aspects are those of 
the welfare agencies, the medical profession, the 
Christian Church and Alcoholics Anonymous. 


Psychiatry for the Family Physician 


By C. Knight Aldrich, M.D., Associate Professor of 
Psychiatry, University of Minnesota Medical School. 
276 pages with figures. New York: The Blakiston 
Division, McGraw-Hill Book Company, Inc., 1955. 
Price $5.75. 


In this readable volume, Dr. Aldrich has done an 
excellent job of presenting personality development 
and its relation to medical practice. It is written for 
the family physician and specialists other than psychia- 
trists. The presentation of emotional development and 
its relationship to physical illness is done in a manner 
which makes a dynamic concept of psychiatry mean- 
ingful to the practitioner. The title is misleading, in 
a sense, in that little is included of descriptive psy- 
chiatry and diagnosis as might be expected. Yet this 
book fills a need for those who have a familiarity with 
the clinical psychiatric entities seen in general prac- 
tice, but who have not been oriented in psychodynamic 
concept of personality factors in neurotic symptoms 
and physical disease. 

This book can be warmly recommended to all non- 
psychiatric physicians as well as to medical students. 


Treves’ Students Handbook of Surgical Operations 


Revised and Edited by Sir Cecil Wakeley, B.T., 
K.B.E., C.B., LL.D., D.Sc., M.Ch., F.R.C.S., F.R.A.C.S, 
F.A.C.S. Senior Surgeon to King’s College Hospital, 
London. Tenth edition, 584 pages. New York: Paul 
B. Hoeber, Inc., 1957. Price $7.50. 


This handbook reflects a great deal of preparation, 
but its organization from a surgical standpoint is not 
that easily adapted to a student's grasp of surgical 
procedures. Certain portions of the arrangements by 
chapters might well be changed and will benefit un- 
derstanding of the context by the reader. 


There are some procedures which are only rarely 
used in present-day surgery and others which are 
more commonly used where detail is lacking. Unless 
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one had a fundamental knowledge of the particular 
procedure, the text would be of very little help in 
teaching one such an operation. 


The chapters on amputations, particularly of the 
distal extremities and on bones and joints, reveal a 
number of good anatomical drawings. The descriptions 
of these chapters are better than those which are com- 
monly found in more advanced books on these sub- 
jects. The drawings on the whole in other portions of 
the book are not adequate in anatomical detail, but 
they do give one a grasp of the over-all procedure 
being described. 

Present-day surgical technic as practiced in the 
United States is more detailed and makes use of 
physiology, biochemistry and preoperative preparation 
more than is described in most chapters of this book. 

This book may well be used as a reference volume 
with some merit, but as a primary handbook for those 
who have little knowledge of operative procedures, it 
would not be adequate for the teaching of modern 
surgery when compared with other available texts on 
this subject. 


lon Exchange and Absorption Agents in Medicine: 
The Concept of Intestinal Bionomics 


By Gustav J. Martin, Sc.D. 333 pages, 15 line draw- 
ings, 11 photographs. Boston and Toronto: Little, 
Brown and Co., 1955. Price $7.50. 

The earlier chapters of this book present a discus- 
sion of ionization in general and a detailed account of 
the chemistry and properties of various synthetic resins 
and the mechanisms of anion and cation exchange. 
Experimental data are presented regarding the safety 
of orally administered resins in terms of possible 
toxicity of the resin itself and also in regard to the 
possibility of interference with the absorption of 
various nutrients, antibiotics and other drugs one 
might wish to use simultaneously with resins. 


Of most direct and practical clinical usefulness are 
the very full discussions given to the use of anion ex- 
change resins in the management of peptic ulcers, and 
of cation exchange resins in combatting sodium reten- 
tion in various types of edema. Much clinical data 
is presented together with a full review of the litera- 
ture. 


The later chapters review the fragmentary informa- 
tion thus far available regarding the use of various 
combinations of exchange resins, nonresinous ab- 
sorptive agents, chelating agents, etc. The author’s 
outline of the almost unlimited possibilities of future 
usefulness of various combinations of these agents in 
prolonging the span of human life and happiness is 
stimulating, if at times rather visionary and as yet 
without any convincing scientific basis. 


The Rochester Regional Hospital Council 


By Leonard S. Rosenfeld, M.D., and Henry B. Mak- 
over, M.D. Published for the Commonwealth Fund 
by Harvard University Press, 1956. Price $3.50. 
For many years the Commonwealth Fund has been 
engaged in initiating and supporting demonstration 
projects designed to improve the quality of medical 
care in rural areas. The increasing complexity and 
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cost of medical care, and the shortage of well-trained 
specialists in many categories have combined to put 
comprehensive medical service out of the reach of most 
rural communities. The Commonwealth Fund believed 
that the answer to the problem could be found in a 
regional organization centered around an urban com- 
munity possessing medical and hospital resources of a 
quality and quantity that would enable it to serve the 
peripheral rural communities. The Rochester project 
was therefore initiated in 1946. Under the administra- 
tion of the Rochester Regional Hospital Council a 
program was developed in an eleven county area to 
provide education for physicians and other personnel 
engaged in medical services, to improve hospital 
facilities, to develop certain joint and cooperative 
services by member hospitals, and to provide advisory 
services in hospital organization and administration. 


Because of widespread interest in the Rochester 
plan, the Commonwealth Fund became convinced that 
a useful purpose would be served if the plan were 
surveyed after it had been in operation some seven 
years. The Fund succeeded in interesting the Institute 
of Administrative Medicine of the Columbia Univer- 
sity School of Public Health in undertaking the study. 
The Institute appointed Drs. Rosenfeld and Makover 
codirectors of the study which was begun in January, 
1954. This book is the result of that study. 

In their evaluation of the regional plan the authors 
find much that is good and they point to many solid 
accomplishments. Apparently considerable progress 
was made toward achieving original objectives. Prog- 
ress was slow or negligible in some areas, however, 
and the authors make a number of recommendations 
for improving performance and achievement. They 
also have suggestions to make concerning the expan- 
sion of existing activities and the development of 
needed new ones. 


This book is not only a description and evaluation 
of a notable experiment in improving medical care, 
but is also a presentation of the study method that 
was developed by the authors. They experienced some 
difficulty in setting up objective measurements for 
such intangibles as the value and effectiveness of edu- 
cation programs. Since this is the first such study 
made the methods devised by the authors represent 
a pioneering effort. As such the method itself will 
have to be evaluated in time. 


Occupational Therapy. Principles and Practice 


By William Rush Dunton, Jr., and Sidney Light, 
M.D. Second edition, 359 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1957. 


The second edition of this book reviews the entire 
field of occupational therapy and enlightens its readers 
on new subjects and changes in the profession since 
the first edition written in 1950. It is interesting read- 
ing, informative and factual. 


The seventeen contributors are for the most part 
medical doctors. Each has written a chapter on oc- 
cupational therapy as it is applied to his area of med- 
icine. The areas covered are psychiatry, pediatrics, 
cerebral palsy, amputees, tuberculosis, heart diseases 
and geriatrics. The presentation of the subject matter 
differs with each author but in general the theory, 
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objectives, practical application and specific technics 
are discussed thoroughly. 

The first four chapters cover the history and general 
principles of the profession and the prescribing and 
administering of occupational therapy with emphasis 
on the kinetic type used in treating physical dis- 
abilities. These chapters should be read even if one is 
only interested in a particular area. 


Two new subjects emphasize the growing trend in 
rehabilitation. One is an illustrated chapter on self 
help appliances and the other on geriatrics. 


The revised chapter on upper extremity amputees 
would be of value to therapists who have had little 
experience in prosthetic training. 


The adjunctive therapies, music, education, recrea- 
tion and bibliotherapy are discussed in full, particu- 
larly as they are used in psychiatric hospitals. 

The contributors are very well qualified and the 
references good. 


This book is highly recommended to physicians and 
psychiatrists as a guide in prescribing effective oc- 
cupational therapy. 


Protein Malnutrition 


Proceedings of Conference in Jamaica (1953) spon- 
sored by The Food and Agriculture Organization 
of U.N. and W.H.O. and Josiah Macy, Jr. Founda- 
tion. Edited by J. C. Waterlow. New York: Columbia 
University Press, 1956. Price $3.50. 


This publication presents a word-by-word account 
of the Proceedings of an International Conference held 
in Jamaica, and covers the subjects Biochemical As- 
pects of Protein Malnutrition, Pathology of Protein 
Malnutrition, Clinical Aspects and Treatment of Pro- 
tein Malnutrition, and Epidemiology and Prevention 
of Protein Malnutrition. The participants were world 
renowned authorities from fourteen different countries 
who discussed quite informally their views concerning 
protein malnutrition. In many sessions there were 
real differences of opinion and rather heated argu- 
ments ensued. The book gives the reader an oppor- 
tunity to learn the problems that exist in some of the 
countries of the world where the inhabitants receive 
protein deficient diets. It also shows the many areas 
in this field where further work is needed. Clinical 
and pathological changes which occur in protein mal- 
nutrition are illustrated with some twenty-four plates. 
Since this is an account of the proceedings of a confer- 
ence, the book is not indexed and cannot be used as 
reference material. It must be read in its entirety if 
one is to gain the most from the information 
contained. 


An Atlas of Regional Dermatology 


By G. H. Percival, M.D., Ph.D., F.R.C.P.E., D.P.H. 
Grant Professor of Dermatology, University of Edin- 
burgh; and T. C. Dodds, F.I.M.L.T., R.1B.P., 
F.R.P.S. 256 pages, containing 475 clinical subjects 
in full color. Baltimore: The Williams and Wilkins 
Company, 1955. Price $19.00. 


The regional approach toward the presentation of 
skin diseases has some points in its favor, but they 
are few and certainly applicable only to an atlas, 
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which this book is. The volume, consisting of 475 
clinical subjects, all in color, contains some very im- 
pressive photographs. Some are not so impressive. 

To present skin diseases from a regional viewpoint 
is out of harmony with modern thought, which at- 
tempts to fit abnormal cutaneous findings into the 
over-all picture of disease, not just the cutaneous sur- 
face, but the entire individual, including his psyche. 

At present there is very little practical use for a 
book of this type. The medical student and house 
officer would benefit little from it except entertain- 
ment in glancing at the cuts, and the dermatologist 
would have little use for it except as a supplement to 
the collection of colored slides which everyone seems 
to possess. 


Clinical Selections in Dermatology and Mycology 


Edited by Frederick Rehm Schmidt, M.D., Associate 

Professor of Dermatology, Northwestern University 

Medical School. 487 pages. Springfield, Illinois: 

Charles C. Thomas, Publisher, 1956. Price $10.50. 

By the title “Clinical Selections in Dermatology and 
Mycology” it is apparent that the treatise intends to 
be selective and not comprehensive. It certainly is not 
comprehensive. This compilation is sketchy, superficial 
and poorly organized. The purpose of the work is not 
stated in the preface. Neither can it be ascertained by 
reading the various contributions. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
2433435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher’s cost. An 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 


Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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NEGATIVE NITROGEN 


Nilevar’ 


Increased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 
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stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York, The National 
Vitamin Foundation, Incorporated, (March) 1954, p. 100. 

2. Proceedings of a Conference on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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in every 
arthritic state 


Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once 
again may undertake full 
employment and normal recreation. 
Patients once confined to the home 
or wheel chair often find it possible 
to engage in light work. And even 
bedridden patients can walk with 


comfort again. These are the 
benefits of conservative therapy 
as demonstrated in long-term 
studies.'*:*In fact, in these four- 
year comparative studies of 
salicylate and cortisone, the 
corticoid showed no superiority. 


Superior Conservative Therapy Provided by 
Buffered Pabirin 


Buffered Pabirin epitomizes 
modern, conservative therapy 
without the serious complications 
of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, 
hypertension or psychotic reac- 
tions, a constant risk whenever 
corticoids are used,*’ will not 


occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can 
be administered with a minimum 
of problems to patient and 
physician, and without the side 
effects common to the use of 
salicylates alone. Buffered Pabirin 
is sodium and potassium free. 


t 


Buffered Pabirin combines new form and formulation 
for faster pain relief, improved gastric tolerance 


Each tablet of Buffered Pabirin consists of an outer 
layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid and ascorbic acid; an inner 
core of aspirin. The outer layer quickly releases 
aluminum hydroxide which affords superior buffering 
action and protects against gastric irritation. The 
core of Buffered Pabirin then disintegrates rapidly, 
permitting fast absorption of acetylsalicylic acid. 
PABA potentiates the acetylsalicylic acid and thus 
creates high salicylate blood levels. The ascorbic acid 
counteracts vitamin C depletion. 

The new form and formulation of Buffered Pabirin 
provides high and sustained salicylate blood levels. 
It may be administered over long periods of time 
without the nausea, dyspepsia or other gastrointes- 
tinal symptoms so frequently experienced with 
salicylates alone. 


in osteoarthritis, gouty arthritis, rheumatoid arthritis, 
bursitis, fibrositis, or tendinitis 
® 
the 
Buffered Tablets 
erm | Each tablet contains: 
four- Acetylsalicylic acid (5 gr.) . .300 mg. 
s of Para-aminobenzoic acid 
y: Dried aluminum 
hydroxide gel........... 100 mg. 
Sodium and potassium free. 
Dosage: Two or three tablets 3 
or 4 times daily. 
References: 1. Report of Joint Committee, 
onth Medical Research Council & Nuffield Founda- 
tion, Treatment of Rheumatoid Arthritis, 
can British Medical Journal (May 29 ag 
1954. 2. ibid. (April 13) 847-850, 1957. 3. Hart, 
num A. W.; Bunim, “ and Polley, 
F. H.: Ninth Congress on 
and : Rheumatic Diseases, Toronto, Ont. (June 25) 
r. * 957. 4. Lewis, L., et al.: Ann. Int. Med. 
e of otograpns show 4-stage 12:565, 1954. 7. Kern, R. A.: Am. J. M. Se. 
fy Tandem Release disintegration 233:430, 1957 
birin 
SMITH-DORSEY «a division of The Wander Company « Lincoln, Nebraska 
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BRAWNER’S SANITARIUM 
ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


= 


Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
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NATIONAL ASSOCIATION OF PRIVATE PSYCHIATRIC HOSPITALS 


P.O. Box 218 HEmlock 5-4486 
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i how ou ike the 
Visette, doctor... 
before you buy 


.-. use the new frenaistorized Sanborn Model 300 Visette 
electrocardiograph for 15 days... without cost or obligation 


The more-than-usual interest shown by doctors in the new Sanborn Model 300 
Visette electrocardiograph is understandable: the Visette is the on/y instru- 
ment in history to provide elinical accuracy in such a small, lightweight form. 
And because it is so new, Sanborn Company expects that you, like many 
doctors, may want to “know more about it”’ before making a definite decision 
to buy a Visette for your own practice. You have that opportunity, by taking 
advantage of the Sanborn Company exclusive — and long-practiced — 
15-day Trial Plan. 

In this way, doctor, you can use a new Visette in your office, on house and 
hospital calls, wherever you wish a ‘cardiogram to be run — just as your 
practice actually demands. You have two weeks to thoroughly acquaint 
yourself with every feature of Visette operation and performance — to let 
the Visette prove itself in actual use. If you like, you can send Sanborn 
Company a specimen record made on your Visette, should any technical 
questions arise concering the instrument’s use. 

Sanborn Company believes this is the bes! way — by proof in practice — 
to convey the true value of the Visette’s compactness, complete portability 
and fine-instrument accuracy of performance. Take the 15 days, doctor — 
simply address “Inquiry Director, Medical Division” for full details of the 
No-Obligation Trial Plan. 


18 Ibs. ; The Model 51 Viso-Cardiette electrocardiograph — long a 

TRANSISTORIZED x 7 familiar instrument in heart practices throughout the world 

$625 del. ip — is available as always, for those who prefer a larger, 
heavier instrument. Price $785 del. 


SANBORN COMPANY 


MEDICAL DIVISION 
Street, Waltham 54, Mass. 


175 Wyman 


—, 
- 
\ 
3 
~ 
\ 
y 
\ 
ta: 
a 
4 
\ 


54 SOUTHERN MEDICAL JOURNAL FEBRUARY 1958 


EsTABLIsHED 1916 


Appalar hian fiall * Asheville, North Carolina 


An Institution for the diagnosis ang treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is : 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Ws. Ray GnrirFin, Jr., M.D. MarK A. GriFFIN, M.D. 
Ropert A. GriFFin, M.D. Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsHeEvILLe, N. C. 


x) Modern Treatment Facilities @ Psychotherapy Em- 
gor bore @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 


ve ae Therapy @ Supervised Sports @ Religious Services 
Plus . 


Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast . 


ee Rates Include All Services and Accommodations 


E M TIONAL READJUSTMENT 4ssoc. Medical Director—Watter H. WELLBORN, M.D. 
PeTEeR J. Spoto, M.D. 

TA R PO! N SPRIN GS e FLOR IDA Zack Russ, Jr., M.D. Arturo G. GoNnzALez, M.D. 


Consultants in Psychiatry 
N T H E G U F F M E X Cc SamMueL G. Warson, M.D. Rocer E. Puitiirs, M.D 
Rae 


Wa ter H. Battey, M.D. 
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RELIEF 
FROM 
ACNE 


Fostex: i is 


an adun Jo to treatment : 


IN ACNE, Fostex Cream and Fostex Cake 


e degrease, peel and degerm the skin 

e unblock pores ... help remove blackheads 
e help prevent pustule formation 

¢ minimize spread of infection 


Fostex effectiveness is provided by Sebulytic® (sodium lauryl sulfoacetate, sodium 
alkyl aryl polyether sulfonate, sodium dioctyl sulfosuccinate) a new combina- 
tion of surface active cleansing and wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial action, enhanced by sulfur 2%, salicylic 
acid 2% and hexachlorophene 1%. 


Fostex is easy to use. The patient stops using soap on acne skin and starts 
washing with Fostex. Effective and well tolerated...assures patient acceptance 
and cooperation. 


FOSTEX CREAM for thera- 
peutic washing of the skin 
in the initial phase of the 
treatment of acne, when stantially free of come- 

maximum degreasing and dones. 

peeling are desired. in 4.5 oz. jars in bar form 


FOSTEX CAKE for a 


maintenance therapy to 
keep the skin dry and sub- K 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Co. 468 Dewitt Street Buffalo 13, New York 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.Y © Montreal, Canada 
5645 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. Howarp R. Masters Dr. JAMES ASA SHIELD 
Dr. Weir M. Tucker 
Dr. Ametia G. Woon 


Dr. Georce S. Furtz, Jr. 
Dr. Ropert K. WILLIAMS 
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in establishing correct eating patterns 


supervision by the physician” 
a balanced eating plan*”” 


Following the establishment of desired eating patterns—the main- 
tenance of the acquired habits is most important. Here, Obedrin and the 
60-10-70 Plan can be valuable aids to both the physician and patient. 


Obedrin provides: 


Methamphetamine for its proven anorexigenic and mood- 
lifting effects. 


Pentobarbital as a balancing agent, to guard against 
excitation. 


Vitamins B, and B, plus niacin to supplement the diet. 
Ascorbic acid to aid in the mobilization of tissue fluids. 


Formula: 
Semoxydrine® HCI 

(Methamphetamine HCl) 5 mg. 
Pentobarbital 20 mg. 
100 mg. 
Thiamine Mononitrate .. 0.5 mg. 
Nicotinic Acid 5 mg. 


1. Eisfelder, H.W.: Am Pract. & Dig. Treat. 5:778 
(Oct. 1954) 


2. Freed, S.C.: G.P. 7:63 (1953) 
. Sherman, R.J.: Medical Times, 82:107 (Feb. 1954) 
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Three steps are necessary— | &g 
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“Advantages 


A tiexible dosage torm 
for predictable effect 


Obedrin tablets provide a flexible dosage form which may be 
prescribed to depress the appetite at peak hunger periods. 
The pentobarbital content assures minimal central nervous 
stimulation, and the 60-10-70 Basic Plan provides for a balanced food 
intake with sufficient protein and roughage. 


agent 


A flexible dosage form 

Minimal central nervous stimulation 
Vitamins to supplement the diet 
No hazards of impaction 


Currently, ms lings will be 
forwarded only at your 


Ss ® request. Write for 60-10-70 
menus, weight charts, and 
samples of Obedrin. 
and the 60-10-70 Basic Pian 


Bristol, Tennessee « New York e Kansas City e San Francisco THE S. E. MASSENGILL COMPANY 
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newest antibiotic thera 


SUSPENSION 1% 


no sting ...Just drop on eye...spreads in a wink! Pro- 

vides unsurpassed antibiotic efficacy in a wide 

range of common eye infections... dependable 

no smear prophylaxis following removal of foreign bodies 
and treatment of minor eye injuries. 


SUPPLIED:4 cc. plastic squeeze, dropper bottle 

CfOSS$ containing AcHRomyciN Tetracycline HC! (1%) 

10.0 mg., per cc., suspended in sesame oil...retains 
contamination full potency for 2 years without refrigeration. 


*REG U.S. PAT. OFF 


a> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
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safety and efficiency 
proved in more than 


TRANSFUSIONS 


THE RECORD OF THE R48 PRESSURE PUMP SET SPEAKS FOR 
ITSELF. First set to make pressure transfusion safe for the 
patient, the disposable Plexitron R48 is being specified in 
more hospitals every day. . . throughout the world. 


Emergency pressure is instantly available ...simply squeeze 
the drip chamber. The degree of pressure and speed of 
transfusion varies with the degree of pumping action. The 
ball-float safety valve operates only with fluids... you can’t 
pump air. Set can be returned to gravity drip easily, at 
any time. 


Only filtered blood reaches the patient. Fine-mesh filter, of 
exclusive construction and design, provides maximum filtra- 
tion area and assures efficient removal of particulate matter 
in both routine and emergency transfusions. 


Literature, samples and demonstration on request 


BAXTER LABORATORIES, INC. 


MORTON GROVE, ILL. 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE 
ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 
SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES + EVANSTON, ILLINOIS 


Y-TYPE PRESSURE PUMP SET 
AVAILABLE AS CAT. NO. R49 
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= Relieves depression 
without euphoria 
—not a stimulant 


= Restores natural sleep 
without depressive. 
aftereffects 

—not a hypnotic 


= Rapid onset of action 


= Side effects are 
minimal and easily 
controlled 


“D 
.“Depro 
Composition: Each tablet 

contains 400 mg. 

meprobamate and 1 mg. 

benactyzme HCl 


Average Adult Dose: 
1 tablet q.i.d. 


(ity WALLACE LABORATORIES, New Brunswick, N. J. Literature and samples on request 


M DS without stimulation =| 
| | 
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which 


has been deprived yA 


DESITIN 


OINTMENT 


Samples on request 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue 


Providence 4, R. |. 
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therapeutic approach. 


4. Waldman, 
(July) 1957. 


case-Report Abstract: H.R., male, aged 40 
2 Severe anxiety complicating acute posterior myocardial : 
infarction, with sinus tachycardia and premature yentricu- 
heart lar contractions: prompt ;mprovement followed the use of 
a EQuANIL to calm the patient. The heart rate slowed, the Ke : 
a premature contractions subsided, and the patient responded é 
to reassurance: Medication with continues, and 
the patient has returned to work.’ 
Cardiac patients who show significant manifestations of 
anxiety ghould receive ataractic treatment as part of the 
and Pelner, Am. Pract. & Digest Treat- g:1075 
S EQUANIL 
3 ENERGAN® 
ovary drug for nearh iv 
—mental 
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Continued from page 272 


partment of Psychiatry; Billy Baggett, Assistant Pro- 
fessor in the Department of Pharmacology; George R. 
Holcomb, Assistant Professor in the Department of 
Anatomy; Ralph L. Dunlap, Assistant Professor of 
Psychology in the Department of Psychiatry; Ehud 
Koch, Instructor in Psychology in the Department of 
Psychiatry; W. E. Meaders, Jr., Instructor in Psy- 
chology in the Department of Psychiatry. 


Dr. James IT. Proctor, Assistant Professor of Psy- 
chiatry at the University of North Carolina Medical 
School, has been elected to a regional chairmanship 
in the American Association of Psychiatric Clinics for 
Children. 

Dr. F. Verzar of Switzerland was the guest speaker 
recently at the combined staff conference at the Uni- 
versity of North Carolina School of Medicine. 

Dr. Shephard Liverant has resigned as Assistant Pro- 
fessor of Psychology in the Department of Psychiatry 
of the University of North Carolina School of Medi- 
cine to accept a position at Ohio State University. 

Dr. Charles H. Burnett has been appointed a mem- 
ber of the Diabetes and Metabolic Diseases Training 
Grants Committee of the National Institutes of Health 
for a four year term. He has also been designated as 
Vice-Chairman of the Experimental Medicine and 
Therapeutics Section of the American Medical Associa- 
tion for the year 1957-58 


Dr. E. C. Hamblen has been invited to visit six 


FEBRUARY 1958 


countries during a three month lecture and teaching 
tour. He will lecture and conduct postgraduate courses 
at the invitation of various Latin American universi- 
ties and professional societies. 

Dr. Robert A. Ross, Professor and Head of the 
Department of Obstetrics and Gynecology at the Uni- 
versity of North Carolina School of Medicine, has 
been appointed representative of the commandant of 
the Sixth Naval Disirict. 

Dr. K. M. Brinkhouse has returned from = Stock- 
holm, Sweden, where he attended the International 
Congress on Clinical Chemistry and the meeting of 
the International Committee on Coagulation Nomen- 
clature. 

Dr. H. F. Forsyth has been elected Chairman of 
the newly formed Orthopedic and ‘Traumatic Surgery 
Committee of the State Medical Society. 

Dr. Courtland H. Davis has been elected to the 
Board of Directors of the National Association for 
Retarded Children. 


SOUTH CAROLINA 


Dr. Hilla Sheriff has been elected to Honorary 
Associate Fellowship in the American Academy of 
Pediatrics. 

Dr. W. Clough Wallace has been elected as a 
member of the American Proctological Society. 


Dr. Frances Ingell Doyle, Georgetown, has been 
made a Fellow of the American Academy of Pediatrics. 


‘ 
‘ 
: 
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TEXAS 


Dr. Arild E. Hansen has been selected to receive 
the Gail Borden Award by the American Academy 
of Pediatrics. This Award was given for research on 
essential fatty acids in the diet of infants. 

Dr. Jack G. S. Maxfield, Dallas, has been elected 
President of the Southwestern Society of Nuclear 
Medicine, Dr. Herbert C. Allen, Houston, President- 
Elect, Dr. R. C. Norman, San Antonio, First Vice- 
President, and Dr. James R. Maxfield, Jr., Dallas, 
Secretary- Treasurer. 

Dr. William M. Sherrill has been elected President- 
Elect of the Harris County Academy of General Prac- 
tice. Dr. Lawrence E. Carlton has been elected Vice- 
President, Dr. J. Winsten Morrison, Secretary, Dr. 
Vincent C. Bash, Jr., Treasurer, and Dr. Haden F. 
McKay, Member of the Board of Directors. 


New officers of the Texas Club of Internists have. 


been elected. They include Dr. C. M. Darnall, Austin, 
President; Dr. Don Warren, Waco, President-Elect; 
and Dr. L. C. Carter, Port Arthur, Secretary- Treasurer. 

Dr. Michael E. DeBakey has been appointed to the 
National Advisory Heart Council. He has been awarded 
the International Society of Surgery’s highest award, 
a medal and citation, for outstanding achievement 
for 1957. 

Dr. R. Lee Clark, Jr., Houston, has been elected 


Continued on page 84 


SOUTHERN MEDICAL JOURNAL 63 


CLASSIFIED ADVERTISEMENTS 


LOCATION AVAILABLE—Excellent location avail- 
able for physician planning to do eye, ear, nose and 
throat, Tuscaloosa, Alabama. Office and complete of- 
fice equipment now available due to death of phy- 
sician with large established practice. Contact Mrs. 
A. M. Walker, 15 Forest Lake Drive, ‘Tuscaloosa, 
Alabama. 


LOCATION WANTED—General Surgeon, approved, 
with wide experience desires connection with small 
hospital or clinic, preferably in good rural area where 
living conditions are good. Income not primary ob- 
jective. Contact HH c/o SM]. 


SURGICAL New con- 
dition or brand new, consieting of all in- 
struments for complete laporatomy; D&C set; circum- 
cision set; delivery set with new Kielland forceps never 
used; complete new condition Spencer bright line 
Hemocytometer. ‘Total retail value $866.04. Sacrifice 
all or none for $450.00 f.o.b. cash. All instruments 
guaranteed as described or retail price refunded for 
each instrument not meeting condition. List sent upon 
request. Contact CW c/o SMJ. 


WANTED — Radiologist, full time—town of 13,000 
drawing area 75,000. North Carolina. Contact Dr. T. 
J. Taylor, Roanoke Rapids, North Carolina. 


TABLETS (4MG.), ELIXIR (2 MG. 
IND EXTENTABS®(19MG.) 
tPA SS APEUTIC 
SAF FEY. MINIMUM 


INDEX ANDRED 
DROWSINESS 
ROBINS CQ 


4 x 
TICALS OF MERE S| | 


than with a standard 


A. H. ROBINS CO., Inc., RICHMOND 20, VA. 


Ethical Pharmaceuticals of Merit since 1878 
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e debilitated 
e elderly 
WHEN diabetics 
you TREAT ¢ infants, especially prematures 
INFECTIONS 
IN PATIENTS e those on corticoids 


ey SUCH e those who developed moniliasis on previous 


broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


© women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex ( ycin) and N: t Ss in plus M 


for purposes, Mysteclin-V is 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 

2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
(125 ng./125,000 u.), bottles of 16 25 PATIENTS ON 25 PATIENTS ON 
and 100. Suspension (125 mg./125,000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg-/100,000 u.), 10 ce. dropper bottles. Before therapy of therapy Before therapy of therapy 
SQUIBB 
Squibb Quality— 
Monilial overgrowth (rectal swab) None e Scanty ce Heavy 
Childs, A. J.: British M. J. 1:660 1956. 
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when emotional stress is a complicating factor 


‘Thorazine’ by injection (ampuls or multiple dose vials) often 


provides immediate relief from severe attacks. 


‘Thorazine’ Spansulet capsules q12h provide sustained, 


Sl 
24-hour protection against emotional stress that can precipitate attacks. = 


‘Thorazine’, in any dosage form, promotes sound sleep 


without respiratory depression. (Trisul, 


THORAZINE* one of the fundamental drugs in medicine 


chlorpromazine, S.K.F. : 
Also available: tablets, syrup and suppositories. 


Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. TT.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F. ae 
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SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 


(Trisulfapyrimidines: Sulfadiazine, Sulfamerazine, Sulfamethazine) 


(A 


° 


This advertisement con- 
forms to the Code for 
Advertising of the Physi- 
cians’ Council for Intor- 
Mation on Child Health. 


® 
Philadelphia 1, Pa. 
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the new psychic energizer 


ARSILID 


(iproniazid ) R och e 
“a major breakthrough ...in mental disease’’* 


Q. What is Marsilid? 


A. Marsilid ROCHE (iproniazid) is a psychic energizer —the very 
opposite of a tranquilizer —of unparalleled value in mild and 
severe depression. Marsilid is an amine oxidase inhibitor which 
affects the metabolism of serotonin, epinephrine, norepinephrine 
and other amines. 


Q. How does Marsilid act? 


A. Marsilid restores a feeling of well-being and promotes an increase 
in appetite, weight and vitality. It restores depleted nervous energy 
and stimulates appetite and weight gain in chronic debilitating 
disorders. 


Q. How soon is the effect of Marsilid apparent? 


A. Marsilid is a relatively slow-acting drug; even in mild depression 
results may not be evident for a week or two. In chronically de- 
pressed or regressed psychotics, results may be apparent only after 
a month or more. 


Q. How does Marsilid compare with shock treatment? 


A. Marsilid usually obviates the need for shock treatment. The drug 
has repeatedly been effective in patients who had not responded 
to shock therapy (both insulin and electroshock). 


Q. What is the dosage of Marsilid? 
A. Like all potent drugs, Marsilid requires individual dosage adjust- 


*T. R. Robie, paper read at First Marsilid Symposium, New York City, 
November 29, 1957. 
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ment for best resilts. Since Marsilid has a cumulative action, the 
dosage should be reduced after improvement is evident. Ambula- 
tory Patients (mild depression): 50 mg daily — given in divided 
doses or as a single dose — followed by a gradual reduction to a 
lower maintenance dose until discontinuation of therapy becomes 
feasible. Hospitalized Patients (depressed and regressed psychotics): 
50 mg tid. until improvement is evident (in severe psychoses 
several months of treatment may be necessary before patients 
improve). Then reduce to lowest level at which improvement can 
be maintained. If Marsilid, or Marsilid with dextro-amphetamine, 
does not produce improvement, the addition of 1 mg of reserpine 
daily may result in a favorable response. 


What precautions should be taken with Marsilid? 


While excessive doses of Marsilid may cause side effects, these 
reactions are usually reversible upon reduction of dosage or cessa- 
tion of therapy. Vitamin Bg, (pyridoxine hydrochloride) frequently 
obviates or alleviates side reactions due to Marsilid. Marsilid 
should be used cautiously, if at all, in overactive, overstimulated or 
agitated patients because it may cause excessive stimulation; it is 
primarily recommended for depressed patients. Marsilid is prob- 
ably contraindicated in patients with impaired liver function or 
with a history of previous liver disease; therapy should be inter- 
rupted promptly if jaundice appears. In patients with impaired 
kidney function, Marsilid should be used cautiously to prevent 
accumulation. Marsilid should not be used in epileptic patients. 


What is the clinical background of Marsilid? 


The therapeutic usefulness of Marsilid has been described in over 
50 recent publications. For reprints and information on the clini- 
cal use of Marsilid, write to Professional Service Department, 
Roche Laboratories, Nutley 10, New Jersey. 


Marsilid® Phosphate — brand of iproniazid phosphate (1-isonicotinyl-2- 
isopropyl hydrazine phosphate) 


ROCHE — Reg. U. S. Pat. Off. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc + Nutley 10 + New Jersey 
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A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


Staff PAUL V. ANDERSON, M.D., President 


REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 


‘CONTROL 


CONGESTION 


J 


Specific antitussive action of : 
Narcotine affords selective 
control of the cough reflex. 


@ non-toxic @ non-habit forming 
© free from side effects 


RHINALL . 
COUGH 
SYRUP 


makes cough 
more productive 


soothes 
bronchial 
irritation 


Supplied: 3 oz. and pint bottle. Exempt Narcotic 
Each 5 cc. teaspoonful contains: 


Phenylephrine Hydrochloride . . . 5.0 mg. 
Pyrilamine Maleate. ..... - 12.5 mg: 
Glyceryl Guaiacolate ...... 50.0 mg. 
50.0 mg. 
22.5 mg. 

5.0% 


RHINOPTO COMPANY - Dallas, Texas 


| 

Westbrook 
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SOUGH 
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«+-and for a nutritional buildup 
plus freedom from leg cramps* 


STORCAVITE’ 


phosphate-free calcium, 10 essential 
vitamins, 8 important minerals. 
Botties of 100. 


be *due to calcium-phosphorus imbalance 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. 


BONADOXIN’ 


STOPS MORNING SICKNESS...BUT 


.--1T DOESN’T STOP THE PATIENT 


SOUTHERN MEDICAL JOURNAL 


BONADOXIN brings relief to 88.1% 
of patients ...often within a few hours.!.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance...[is) zero.’’? 

Is she blue at breakfast? Prescribe 
BONADOXIN. Usually just one tablet at 
bedtime stops nausea and vomiting 

of pregnancy... 


and just one supplies the 
full 50 mg. of pyridoxine. & 


EACH TABLET CONTAINS: 
PYRIDOXINE HCI........ 50 mg. 
Bottles of 25 and 100. 
References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.: 
Minnesota Med. 40:99 (Feb.) 1957. 
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a Major Breakthrough 
in EDEMA— 


in HYPERTENSION 


(CHLOROTHIAZIDE) 


EDEMA-—'DIURIL' is an entirely new, orally effec- 
tive, nonmercurial diuretic—classed as the most 
potent and most consistently effective oral agent avail- 
able—with activity equivalent to that of the parenteral 
mercurials. It has no known contraindications. 


indications: Any indication for diuresis is an indica- 
tion for "DIURIL'. 


Dosage: One or two 500 mg. tablets of 'DIURIL' once 
or twice a day. 


HYPERTENSION-—'DIURIL' improves and sim- 
plifies the management of hypertension: it potentiates 
the action of antihypertensive agents and often 
reduces dosage requirements for such agents below 
the level of distressing side effects. 


Indications: Hypertension of any degree of severity. 


Dosage: One 250 mg. tablet 'DIURIL' two times 
daily to one 500 mg. tablet 'DIURIL' three times daily. 


Supplied: 250 mg. and 500 mg. scored tablets 
"DIURIL' (Chlorothiazide), bottles of 100 and 1,000. 


‘DIURIL' is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INc., Philadelphia 1, Pa. 
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Alseroxylon less toxic than reserpine 


‘‘...alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 


Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Reserpine, a 
Single Alkaloid, and Al loi d Con- 
taining Multiple Alkaloids, — Med. , Janu- 
ary, 1958. 


— 
just two tablets 
at bedtime 


Rauwiloid” 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe 
Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
5 Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose % tablet q.i.d. 
Both combinations in convenient single-tablet form, ‘ 


‘ 
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tolic 2 tablets four times daily. In other 
or ze tablets every four to six 
00 | 
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The sali¢ylated bile salts contained in 
CHOLOGESTIN have a double action. 
According to the 25th edition of the United 
States Dispénsatory, published in 1955, ox 
bile extract. increases both the salts and 
amount of bile, while salicylates have a 
hydrocholeretic effect and increase the 
volume. 


CHOLOGESTIN contains both ox bile 
extract and sodium salicylate, plus pancre- 
atin and sodium bicarbonate. Recom- 
mended dose as a choleretic or cholagogue, 
1 tablespoonful in cold water after meals. 


TABLOGESTIN, 3 tablets are 
equivalent to | tablespoonful 
of Chologestin. 


F. H. STRONG COMPANY 


112 W. 42nd Street New York 36,N.¥. 
Please send me free sample of TABLOGESTIN together with 


literature on CHOLOGESTIN. 
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LIVER, 
B-COMPLEX, 
IRON 

of course 


but more!... 


SAFE AMOUNTS OF COBALT 
AND EXTRA VITAMIN Bue 


. .. because Cobalt is the nucleus of the B,. molecule — must be present 
for intestinal bacterial flora to produce B,, — is a proven effective catalyst 
for increasing Hb content and formation of erythrocytes. And, Cobalt 

in the recommended Li-Betaron dosage is safe, even for infants. 


... because Li-Betaron provides immediately-usable B,, until normal 
intestinal synthesis can be stimulated by Cobalt. 


DOSAGE EACH 30cec CONTAINS 

ADULTS — 1 tablespoonful twice daily after Vitamin Biz Crystalline 25 meg. 

meals. Elemental Cobalt (as Cobalt Chloride) 1.5 mg. 

6 to 12 years — 1 or 2 teaspoonfuls twice daily Liver Concentrate 1 Gm. 

after meals. Ferric Ammonium Citrate 

1 to 6 years — ¥2 to 1 teaspoonful twice daily (10 MDR) (Iron 100 mg.) 572 mg. 

after meals. Panthenol 5 mg. 

INFANTS — 10 to 20 drops (5 to 10 minims) in Thiamine HCI (18 MDR) 18 mg. 

milk. Riboflavin (3 MDR) 6 mg. 
Nicotinamide 60 mg. 

SUPPLIED— In pint and gallon bottles. Pyridoxine HCl 2 mg. 


In pernicious anemia, Li-Betaron Elixir is recommended only as a 
supplement to parenteral use of Liver Injection USP, or equivalent. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 


Dallas Chattanooga los Angeles Portland 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


is there a correlation 
between pregnancy and gallstones? 


Yes. Late pregnancy, the postpartum period and multiparity are often complicated 
by gallstones, even in slim, young women. Delayed gallbladder emptying and 
biliary stasis foster stone formation. Biliary cholesterol, increased in pregnancy, 
crystallizes out in the gallbladder as pure cholesterol calculi. 


Source —Sherlock, S.: Diseases of the Liver and Biliary System, Springfield, Ill., Charles C 
Thomas, 1955, p. 643. 


Gallstones In Young Pregnant Women - Data from 100 Consecutive Cholecystectomies* é e. 
1 pregnancy 2 pregnancies 3 or more fe 
23 Women — Ages 22 to 30 6 } 13 4 | 

/ *Sparkman, R. S.: Ann. Surg. 145:813, 1957. 


one tablet t.i.d. 


| DECHOLIN’ with Belladonna 
protects your pregnant patients ee 
: * copious, free-flowing bile prevents biliary stasis... 

promotes natural laxation without catharsis 


+ Hydrocholeresis plus spasmolysis combats biliary dyskinesia... 
curbs functional G.I. distress 


| Each tablet of DECHOLIN/ Belladonna contains DECHOLIN (dehydrocholic acid, AMES) 


{ 3% grains (0.25 Gm.) and extract of belladonna % grain (0.01 Gm.) equivalent to tinc- o 
| ture of belladonna, 7 minims. Bottles of 100 and 500. 


(sy AMES COMPANY, INC + ELKHART, INDIANA a 
Ames Company of Canada, Ltd., Toronto aasse 


| 
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| A 
| 
dro i 
| tossium 
tassium 
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YSAGE: 
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FORMULA 
eoch tablet: 
drocortisone (alcohol) 

tossium salicylate 


MAGE: Two tablets four times il 
iditional information on request. = 


NOW-_ errective STEROID HORMONE 
THERAPY OF RHEUMATIC AFFECTIONS 
WITH GREATER SAFETY AND ECONOMY 


Clinical evidence 
indicates that, in 
Pabalate-HC, the 
synergistic antirheu- 
matoid effects of 
hydrocortisone, 
salicylate, para-aminobenzoate, and ascor- 
bic acid achieve satisfactory remission of 
symptoms in up to 85% of cases studied 


— with a much higher degree of safety 


—even when therapy is maintained for 
long periods 

—at significant economy for the patient 

Each tablet of Pabalate-HC contains 2.5 


mg. of hydrocortisone — 50% more potent 
than cortisone, yet not more toxic. 


A. H. ROBINS CO., INC. ricHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


AVAILABLE 
FOR YOUR 

PRESCRIPTION 
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Hydrocortisone a 
3 
> 
mg. 
‘ossium para-aminobenzoate.. 0.3Gm. 
| 
| | 
; 
4 
an 
4 


78 SOUTHERN MEDICAL JOURNAL FEBRUARY 1958 


“«’..More Maalox! Well, that’s one antacid they all seem to like— 
works like a charm, doesn’t constipate, tastes good—no problems...’ 


MAALOX®, an efficient antacid suspension of magnesium-aluminum hydroxide gel; 
Bottles of 12 fluidounces; Tablets, 0.4 Gm., Bottles of 100. 
Samples on request. 


WILLIAM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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Brand of — HCl 


Relieves Spasm, Pain, sel Depression too 


Patients with muscle spasm of the usual types 


IN PARKINSONISM demand relief first. Disipal fills this need. In 

sprains, strains, fibrositis, noninflammatory 
gainst weakness, fatigue, adynami 
and akinesia...potent against sialor- arthritic states and other musculoskeletal dis- 
rhea, diaphoresis, oculogyria and orders, Disipal not only relieves the spasm, 
eee rigidity = but alleviates the depression which so often 
remor...alleviates depression...safe : 
accompanies pain of any type. 

“Trademark of Brocades-Stheeman & Pharmacia. Dosage: 1 tablet (50 mg.) t.i.d. 

U. S. Patent No. 2,567,351. Other patents pending. 
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equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 


Boston, 18, Mass. 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


Pediatric Orthopedics February 24-28, 1958 


Vascular Surgery 


(by invitation). ..March 24-28, 1958 


Gynecology for Specialists .... July 7-12, 1958 


For detailed information write 


DIRECTOR 
DIVISION OF GRADUATE 
MEDICINE 
1430 Tulane Ave. New Orleans 12, La. 


Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


S 
in its completeness 
at 
| A 
in 
A 
35 
| 
| Digitalis 
%, (Davies, Rese) 
0.1Gram 
: 
of 
pi 
dependable. 
Davies, Rose & Co., Ltd. 
: 


Major 
improvement in 7 


successful where other agents 

Remissions often persisted many 

qmonths after had been diston- 
tinued. 


EFFECTS: 


and tendernies relieved. “Movil t in- 
creased, Swellings diminished of 
Muscle strength imvroved. Rheumatic 


process and joint effusion 
ini 


GENERAL EFFECTS: 


‘ance imereased., Wi alking speed and hand “ 


of 
vex G Paty 


studies in this countey and. 
_ abroad have shown that the antim@larigh 


% of 294 Ot. 


ofton disappeared, Even severe ofadvanced: 
deformity improved. Active. inflammatory. 


Patienta fale a and looked better. Excreise. 


White for booklet discussing clinical experience, tolerance, 
precautions, etc., in detail. 


qu restr wecks of @ami nistrs tion 
org, therapeutic become apparent. 
The Usual ose is 250 mgidaily. if side 
eect appear Withdraw Aralen-for several 
days until they subside. Reinstate tre: tment 
with daily and, ig well in- 
crease to 250 the. 


if medication: is v a if it 
occurs, be manifest within 3 to 42 
months of thers as above, is 


Su Aiton phosphates 250 mg. tablets 
in OF 10005125 mg. tablets in 
bo 


SOK often lowly andhetiegiobin level 
ANALGESICS AND STEROIDS: 
fually red@eed Or eliminated. £ 
| 
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Announcing ..... 


SPRING POSTGRADUATE COURSES 
ON 
DISEASES OF THE CHEST 


sponsored by the 
Council on Postgraduate Medical Education 
AMERICAN COLLEGE OF CHEST PHYSICIANS 


Concerning the most recent advances in the diagnosis and treatment of cardiovascular 
and pulmonary diseases (medical and surgical.) 


11th Annual Course Executive Director 


Warwick Hotel, Philadelphia | American College of Chest Physicians 
March 3-7. 1958 | Department 
‘ 112 East Chestnut Street 
4th Southern Course Chicago 11, Illinois 
I wish to enroll in the Philadelphia ( ) Atlanta ) 
Grady Hospital, Atlanta, Ga. Postgraduate Course on Diseases of the Chest. Enclosed is 
March 10-15, 1958 mv check for 875.00. 
TUITION: $75.00 Name 
luncheons at each course) | City State 


Registration for these postgraduate courses is limited. 
Applications will be accepted in the order received. 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


linic and Offices 


Out-Patient C 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 


| 
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compounds teste 


compound unexcelled 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


PFIZER LABORATORIES 
Pfizer. Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search 
for more effective agents for enhancing oral anti- 
biotic blood levels, our Research Laboratories 
screened eighty-four adjuvants, including sorbitol, 
citric acid, sodium hexametaphosphate, and other 
organic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. In 
some cases this effect was more than double. 


2 Of great importance to the practicing physi- 
cian is the consistency of the blood level enhance- 
ment achieved with glucosamine. Extensive tests 
show that the enhancing effect with glucosamine 
occurs in a greater percentage of cases than with 
any other agent screened. 


3 Glucosamine is a nontoxic physiologic metabo- 
lite occurring naturally and widely in human se- 
cretions, tissues and organs. It is nonirritating to 
the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 
available to you as COSA-TETRACYN. 


Capsules 250 mg. and 125 mg. 


The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 
enhancing agent of choice 


*Trademark 
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lets four times In 
or 2 tablets every four to six 
100 and 000. 


Continued from page 63 


Second Vice-President of the Alumni Association of 
the Mayo Foundation. 

Dr. F. J. L. Blasingame, Wharton, has been honored 
at a banquet sponsored by a citizens’ committee. Dr. 
Blasingame is to leave Wharton to become General 
Manager of the American Medical Association. 


VIRGINIA 


Dr. Oscar L. Hite, Richmond, received a citation 
for “meritorious Christian service” at the annual con- 
vocation of Crozer Theological Seminary. 

Dr. Allen Pepple has been appointed Chairman 
of the Division of Dermatology and Professor of 
Dermatology and Syphilology at the Medical College 
of Virginia. 

Dr. Mack I. Shanholtz has been elected Secretary- 
Treasurer of the Association of State and Territorial 
Public Health Officers. 

Dr. Leta J. White, Petersburg, will remain in Ni- 
geria and the Belgian Congo in mission hospitals and 
clinics for a year. 

Ir. Claude A. Nunnally, Fredericksburg, has been 
elected to the School Board by the City Council. 

Dr. Count D. Gibson has been named Professor of 
Preventive Medicine at Tufts University School of 
Medicine. 

Dr. Ernest B. Carpenter will serve as Chairman of 
the Medical Advisory Committee for the Richmond- 
Henrico Chapter of the National Foundation for In- 
fantile Paralysis. 
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effective, practical 


UMPS VACCINE 


A specific immunizing antigen (chick embryo origin) 
for prevention or modification of mumps in children 
and adults. Vaccination should be repeated annually. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, N. Y. 
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for a lady in a gingerbread house... 


Many an overweight patient finds the urge to eat between meals irresistible. Were she 
the lady of a gingerbread house, she'd be roofless in a matter of days. 


Your prescription for ‘Dexedrine’ Spansule capsules, however, can help put an end to 
between-meal snacking, because one ‘Spansule’ capsule provides effective appetite 
control not only at mealtime but also between meals. 


Dexedrine’ Spansule* 


dextro-amphetamine sulfate, S.K.F. sustained release capsules, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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A Name of Distinction for 
Over 30 Years 
low priced 


ROYAL 
100 or 200 MA 


radiographic-fluoroscopic type 
tilt-table X-RAY UNIT 


with rotating anode tube 


The Mattern Royal 100 offers an un- 
usual dollar-for-dollar value which is 
particularly remarkable in the low-cost 
tilt table field. Among its special 
features are: 

@ Completely automatic control. 


@ Rotating anode tubes—need not be removed 
when changing position of table. Counterbal- 
anced 12” x 16” fluoroscopic screen and tube— 
travel in unison—raise, lower, or angle as de- 
sired. 

@ Hand tilt mechanism which permits use of 
table in either horizontal or vertical plane. 
Tube stand mounted separately on tracks, allow- 
ing greatest flexibility in positioning. 

diaphragm on full-length track beneath 
table. Bucky tray has self-centering and locking 
device . . . takes cassettes up to 17” x 17”. 


See your local Mattern dealer, 


or write direct to us for infor- 
\ | mation. 


may) MATTERN X-RAY 


10% OF 7444 Wilson Avenue, 
manufacturers of Chicago 31, Ill. 
specialized | 
electronic equipment 


SALEM PHARMACEUTICALS 
NAUGATUCK, CONN. 


FEBRUARY 1958 


FOR YOUR 
FUNGUS PROBLEMS 


HAVE YOU INVESTIGATED 


SALEM’S 
KERANIL? 


Tetrachloro 
p-benzoquinone 
~(chloranil) 
in a water miscible base 


Indicated for 
Tinea Pedis 
and for 


Tinea Capitis 
especially when due 
to 
microsporum audovini 


AVAILABLE FOR 
YOUR PRESCRIPTION 
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then fights infection 


Each Gram Contains: 
Trypsin (Crystallized) 
Chymotrypsin 


(Crystallized)......... « 5000 Armour units 


Bacitracin U.S.P....... 


Polymyxin B Sulfate U.S.P.. 
in a water-washable ointment base. 
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Essentially all wounds are dirty. Heal- 
ing is hindered by tissue debris, pus, 
bacteria, exudates. Tryptar Antibiotic 
Ointment first removes the dead tissue 
barrier . . . then provides positive anti- 
biotic action against invading bacteria. 


Tryptar Antibiotic Ointment 
combines 
2 proteolytic enzymes 
with 
2 topical antibiotics 


Tryptar Antibiotic Ointment is safe 
... living tissue is not harmed. 


Supplied in '; oz. and 2 oz. tubes. 


5000 Armour units 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 


500 units 
. 5000 units 
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Charlie Cafergot’says, “Why should I complain... 
my migraine left when I took Cafergot.” 


Directions: 2 tabs. at onset of attack; 

if needed, additional tabs. every 2 hr. 

until full relief (maximum 6 per attack). 
Each Cafergot tablet contains: Ergotamine 
tartrate | mg., Caffeine 100 mg./Also 
available: Cafergot Suppositories, 
Cafergot P-B Tablets and Suppositories. 


FEBRUARY 1958 


SANDOZ 


key to oral penicillin effectiveness 


V-CILLIN 


(Penicillin V Potassium, Lilly) 


stability plus solubility provides greater absorption 


emia is produced by -250 


mg. 
‘V-Cillin K’ tid. than by 600,000 units daily of intra- 
muscular procaine penicillin G. Also, high se 
levels” are attained quickly with this 


unique of K' assure | 
penicillin effectiveness, and Sependatte 
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she needs support, too... 
during pregnancy and throughout lactation 


KAPSEALS® 


vitamin-mineral combination 


She balances her nutritional needs by adding to her diet NATABEC Kapseals prescribed 
by her physician. As a dietary supplement, NATABEC provides vitamins and minerals for 
nutritional support, helping to promote better present and future health for the mother and 
her child. 


each NATABEC Kapseal contains: Synkamin® (vitamin Kk) 

Calcium carbonate . . .. ... . . 600mg. (as the hydrochloride). . . . . . . 0.5 mg. 
VitaminD ........... . 400units Nicotinamide (niacinamide) . . . . . . 10mg. 
Vitamin B, (thiamine) mononitrate . . . 3mg. Vitamin B, (pyridoxine hydrochloride) . . 3 mg. 
Vitamin B, (riboflavin) . . .... . 2mg. Vitamin C (ascorbic acid) ..... . . 50mg. 


dosage 
As a dietary supplement during pregnancy and throughout lactation, one or more Kapseals daily. Available 
in bottles of 100 and 1,000. 


* PARKE, DAVIS & COMPANY 
“4 DETROIT 32, MICHIGAN 
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